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INITIAL COMMENTS

On Qctober 2, 2007, a recertification survey in
conjunction with a complaint investigation was
conducted through October 5, 2007, utilizing the
fulf survey process. A random sample of five was
selected from a residential population of two male
and six females clients with a diagnosis of
profound mental retardation.

The findings of the survey and investigation were
based on observation at the group home and
three day programs, interviews with group home
staff, day placement staff, the nutritionist, the
administrator, the Qualified Mental retardation
Professional, review of medical and
administrative records including the unusual
incident reparts,

On September 28, 2007, the State Agency
received an e-mail fram the court menitor's office
that described client's care and treatment
concerns. The compliant alleged that there were
persistent pattern of problems as detailed below;

1. "Upon the individuals' return home from their
day program, water/fluids ware not given or
offered a second time to individuals who initially
resisted/refused the water/fluids, In addition,
individuals were not toileted or changed upon
thelr return home."

2, "Throughout the chservation period, one of the
four staff members on duty spant the majority of
the time preparing dinner while the other three
staff members sporadically interacted with the
individuals."

3. "Class members’ logs of commuynity oufings
revealed that they had participated in only two
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outings during the period of September 1 - 19,
2007 - park and church. There was no evidence

that any community outings occumed in August
2007

4, "As noted in the prior reviews, direct care staff
members, as well as the nurse on duty at the time
of the review, lacked basic knowledge of the

class members' current health care problems and
needs."

5. "As noted in the prior reviews, class members'
positioning fogs indicated that they spend the
majority of their day sitting (n their wheelchairs."

(Substantiated and Condition Level Deficiencies
Cited]

6. "On August 24, 2007, when Cllent #2 retumed
from her day program, she was "found“ witha -
laceration on the right side of her forehead,
Client #2 was taken to the emergency reom,
treated, and released with staple(s) in her
forehead, which were to be removed in seven
days. This serious reportable ineident was not
reported to the court moniter's office."

7. "There was no evidence that Client #2's
neurologist's 8/2/07 recommendation to obtain
monthly Dilantin and Phenobarbital lavels for
Client #2 was Implemented." [Substantiated and
Standard - Level Deficiencies Cited)

8. "Since March 2007, Client #1 has jost 13
pounds, which is over 10% of her bady weight.
There was no evidence that Ms. Client #1's intake
Is being closely monitored and recorded or that
there was follow-up to her incomplete study/pelvic
sonogram, which took place on June 29, 2007."
[Partially Substantiated - Standard Level
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1 of the changes in Client #1's nutrition status and

Continued From page 2
Deficiencies Cited]

9. "There was no evidence that Client #1's
dietician had canducted a review and assessment

her weight loss. The most recent nutrition
assessment filed in Client #1's record was dated
8/13/06, and it was no longer a current or
accurate portrayal of the client's nutrition/weight
status.” [Substantiated - Standard Level
Deficiencies Cited)

10. "In addition, although Glient #1's physician,
registered nurse, and agency Director of Nursing
were notified of Client #1's abnormal
bload-glucose levels of 39 (obtained.on 8/21/07)
and 54 (obtained on 8/27/97) , each of which
represented a marked changed from her

blood-glucose level of 98 in April 2007, there was
no evidence any follow-up to these
abnormalities,"

11. "Since March 2007, Client #5 has also
sustalned an unexpiained weight loss of 8,5
pounds. As noted in the prior review, nelther
Client #5's nurses' nor her QUMRP's reports
addressed the client's welght loss." [Particially

Substantiated - Standard Level Deficlencies
Cited)

12. "The numerous copies of the ¢lass members’
Health Risk Management Plans, which were filed
across the class members' Medical, ISP, and
Program records, were not complete, current, or
acclrate.”

440,150(c) ICF SERVICES OTHER THAN IN
INSTITUTIONS

“Intermediate care facility services" may include
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services [n an institution for the mentally retarded
(hereafter referred to as intermediate ¢are
facilities for persons with mental retardation) or
persons with related conditions if:

(1) The primary purpose of the institution is to
provide health or rehabilitative services for
mentally retarded individuals or persans with
related conditions;

(2) The institution meets the standards in Subpart
E of Part 442 of this Chapter: and

(3) The mentally retarded recipient for whom
payment is requested is recelving active
treatment as specified in §483.440.

This STANDARD is not met as evidenced by:
Based on observation, interviews and record
review, the facility failed to ensure that each client
received continuous active treatment services,
[See W195]

483.410 GOVERNING BODY AND
MANAGEMENT

The facillly must ensure that specific governing
body and management requirements are met.

This CONDITION s notmet as evidenced by:
The facility's governing body failed to malntaln
general operating direction over the facllity, (See
W104) failed to ensure that all personnel making
entries into the clients records wrote legibly,
dated and signed each entry (See W114) and
falled to ensure nutritional oversight on the facility
(See W)
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The systemic effect of these practices results in B Referemce, T8 mee
the failure of the governing body to ensure
continuous active treatment services for its R :
clients, (See W195) . Cib
W 104 | 483.410(a)(1) GOVERNING BODY w104 !

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD s not met as evidenced by. , Ll

Based on observations, interviews with staff, and : !
the review of records, the facility's governing body ;
provided general operating directions over the .
facllity except in the following areas. - i

The findings include: B E

4 Relextindie. dasponse +o W
1, The facility falled to develop and implement its N %b : P& N\%q
established policies to ensure the health and L "

safety of the clients. (See W149) B I
de, +o WiAk L0

2. The tacility failed to ensure that clients Ui ; o“go‘yq
recelved a continuous active treatment program P
for one of the four clients in the sample in | :
accordance with recomrmendations made by the ;
interdisciplinary team (IDT) for two of the four :

clients included in the sample. (See W136) : 1 : |
Referencd, Tosponses to Wit

3. The facility falled to ensure that adaptive P
.equipment identified as needed by the L

interdisciplinary team were furnished and

 provided (See W436) i
W 114 | 483.410(c)(4) CLIENT RECORDS w 14| WK

Any individual who makes an entry in a clients | : 1.
record must make it legibly, date it, and sign it ' ¢ ’

|
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Continued Frofﬂ page 5

This STANDARD is not met as evidenced by:
0.Based on interview and record review, the
facility failed to ensure that all personnel making
entries info the clients records were dated and
signed each entry for two of the four clients in the
sample. (Clients #1 and #4)

The findings include:

1. The facility's primary care physician failed to
date his entry for Client #1's abnorrnal laboratory
profiles.

Review of the complaint recelved on September
28, 2007, revealed that Client #1 had blood drawn
on August 18 and 24, 2007. The bload glucose
results were 39 and 54 respeclively. These
results were noted as being below the normal
range documented as 74 - 105,

Review of the laboratory report dated August 18,
2007 revealed that the Primary Care Physician
reviewed the results’, however he did not date his
entry it could not be determined if the results were
reviewed timely.

2, The facility's Registered Nurse (RN) failed to
sign Client #4's quarterly reviews.

Interview with the facility's Licensed Practical
Nurse (LPN) on October 4, 2007 at approximately
3:00 PM revealed that the one of two RN
completes quarterly nursing exams. Review of
the Client #4's medical record revealed that a
nursing assessment was completed in March
2007, with quarterly follow ups (June 2007,
September 2007). However, the quarterly
reviews were not signed to indicated who had

W 114
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W 114 Continued From page 6 W 114 .
completed the quarterly reviews. tk j
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120 T
OUTSIDE SOURCES : L
The facility must assure that outside services L ' ,
meet the needs of each client. i ;
This STANDARD is ot met as evidenced by: M 'L be mat-
Rased on observation, staff interview and record v vl
verification, the facility failed to ensure that i :
outside services met the needs for one of the four i % ’;
cllents in the sample (Client #1) i
) i . {
The finding includes: - N
d o QP WA provde Ry poyom
On October 2, 2007 at 7:20 AM, Client #1 was Witk A Q‘U’*Pmt ng\ﬂﬁ
abserved using an angled spoon during her Qi it ' i
breakfast. On October 2, 2007 at the day ‘5’900‘5), oy 11407
program, the client was observed eating her @ amep @w};\ Wowstt dcw) POGEM  on 30\?\
junch. The client Had an adaptive plate and built ChD ALY h \_& vomentt | (ﬂ
up handled spoon. At the dinner meal on the W H b uﬂ”‘\o
same day the client utilized an angled spoon for nedo Gnd. wi L odd honal
eating. Record reveiw revealed that the client ha T LI -
was preseribed an angled spoon during meals. awviing as ﬁ%d ed .
The day program observation was brought to the BB :
attention of the Qualified Mental Retardatlon Lol i
Professional (QMRP), who was not aware that i
the day program was not using the recammended Ly
.| adaptive feeding equipment at her day program. y i
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS w 124 \NVLY |

RIGHTS

The facility must ensure.the rights of all clients.
Therefore the facility must inform each client,
parent (if the client is a minor), ar legal guardian,

of the client's medical condition, developmental
and behavioral status, attendant risks of

treatment, and of the right to refuse treatment.

ORM CMS-2567(02-99) Previous Verslons Obsolete

Event |D:DWQ411

Facility ID. 0aG11
!

1f continuaton sheet Paga 7 of 59




: 28244039438 P.12
NOUV-S-28B8T7 B7:13 FROM: iTlf.l =

. i 15 012
10/22/2007 05:22 FAX 2024429430 HRA ! Yf _ :
) ] B } PRINTED: 10/22/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES ot : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ARk OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMRER: P : COMPLETED
A BUILDING L -
Sl )
09G119 8. WING . — 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, TV, STATE, ZI} CODE
(D1 4415 EDSON PLACE, NE '
WASHINGTONDC 20019 {|
d) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIFER'S PLAN OF|[CORRECTION (%)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSIRERERENCED TO [[HE APPROFPRIATE DATE
i DEFICIENGY)
W 124 | Continued From page 7 W 124 i i f
¥ Pa9 WizH) |
This STANDARD is not met as evidenced by: Thia Sha i be meros
Based on abservation, interview and record eutdeanes
verification, the facility failed to ensure the right of 1 I 5’
each client or their legal guardian to be informed Lo ;
of the client's medical condition, developmental ol T
and behavioral status, attendant rigks of Dl
treatment, and the right to refuse treatment for :
one of the four clients in the sample. (Client #4)
The findings includes: ‘ !

ywr¥en .07
oF for Jowgping

During the entrance conferencea on October 2,
2007 at 9:40 AM, the Qualified Mental
Retardation Professional (QMRP) indicated that
Client #4 had a legal guardian and Behavior 4.

Support Plan (BSP) to address his maladaptive ] ) ;

behaviors of self injurious behaviors, aggression, ds g, :

stripping and masturbation. Review of the BSP 5 flso "‘%‘wﬂﬂﬂ)pm fo
dated Septemnber 28, 2006 revealed that 54

restrictive measures were required as part of the
techniques used to manage the behaviors.

On October 4, 2007 at 9:30 AM, review of Client
#4's record failed reflect written informed consent
for the use of the BSP. Continued review of ;
Client #4's records revealed a psychological . ' \
assessment dated March 21, 2007. The | ' :
assessment documented that the client had '
profound mental retardation and was not
competent to make Independent decisions f
regarding health, medical and financial decisions. o

At the time of the survey, the facility falled to 5
provide evidence that the patential risks involved i _
in using these restrictive measures, ot his right to o
refuse treatment had been explained to the client ' i

‘ORM CMS-2567(02.69) Pravious Verslons Gbsolate Evand ID; DWO411 Facllty ID: 090G 119 | Sk liFcontinuation sheet Fage 8of 59




FORM CMS-2567(02-89) Previous Versions Obsolate

Evenl [D: DWO411

Facllty 1D:086118 o

NOU-9-2007 @7:14 FROM: -
) .13
10/22/2007 05:22 FAX 2024429430 HRA ! @013
e i PRINIED, 1022:2007
'DEPARTMENT OF HEALTH AND HUMAN SERVICES ]l ;: FORM APPROVED
_CENTERSFOR MEDICARE & MEDIGAID SERVICES ;E 3 OMB NO. 0938-0391.
“EMENT OF DEFICIENCIES (x1) PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CGNSTRQCJI%N | (%3) DATE SURVEY
«. «PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILOING P COMPLETED
_ D3G119 B. WING —— 2 10/05/2007
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, ZIB|CODE
5 4515 EDSON PLAGE, NE
' WASHINGTON,|PC 20019 |
| x4 SUMMARY STATEMENT OF DEFICIENCIES ] D PROVIGER'S PLAN OF/CORRECTION (x5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (EACH p{qaREqﬂvE.Ac‘s_loN SHOULD BE compl.eénon
TAG REGULATORY OR LSC |IDENTIFYING INFORMATION) TAG CROSS RE ?REEEE‘% lTEON q ;{)e APPROPRIATE DAT A
W 124 | Continued From page 8 W 124 o l
and/or legal sanction representative. [Seae W263] L ; '
W 137 | 483.420(a)(12) PROTECTION OF CLIENTS W 137 l\N\-?: U .
RIGHTS | o |t !
: r
The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients L
have the right to retain and use appropriate . : :
personal possessions and clothing. Pl :
Thio Shalndowd Wil W met 0
This STANDARD is not met as evidenced by: end b{\[QSLI) \:}‘J\.
Based on observation and interview, the facility i
failed to ensure that clients had ciothing that was S !
the appropriate size for one af the four clients s ;
included in the sample. (Client #1) Ll .
i il -
The finding includes: i ~ .
, g NMI ¢t }h}mfb hoaxe 10:2)-07
On October 2, 2007 Client #1 shirt appeared oo el . i, M "
big as the arms of the shirt hung over her hands. R | PN |ongang
Interview with the staff acknowledged that the aﬁ:\i S
client's clothes were two large and indicated that L oo :
she had recent welght loss. Interview with the g Stylglot Cwiningy worh \0\1
Qualified Mental Retardation Professional uw, B\ LA oN
(QMRP) also acknowledged that the client has by I (
loss weight and that the day program had been \0\:7-\5"7 was ng%md WD
congerned with her clothes being teo big. \o ﬁ({}f&\éww o 92’{’ s ndad)
W 140 | 483.420(b)(1)(i) CLIENT FINANCES W 140 ,,A,i,q, toug geod"éin“- oL ¢
Shegrese |
The facllity must establish and maintain a system ) ;
that assures a full and complete accounting of L i
clients' persanal funds entrusted to the facility on R ‘ ;
behalf of clients. TR, T
Thia ool ol e ek o
. . _ Rudpned by |
This STANDARD is not met as evidenced by: o
Based on staff interview and record review, the I} -
facility falled to provide receipts for withdrawals ol A
from the clients personal funds account for one of ; i
! If continuation shest Fage S of 59
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W 140 | Continued From page 9 w140| .
the four clients in the sample. (Client #2) The Standard will be met as
] evidenced by:
‘The finding includas: ' +o. The QMRP will provide a
Review of Client #2's financial was conducted on receipt for the recliner chair., 10-2407
October 2, 2007 for Client#2. The review of the » Inthe event a receipt for o
s e o o S o pctas o sl |3
ugust 2007 revealed a wi .
‘10, 2007 in the amaunt of $500.00. Interview 4 ot be Jocated and/or
with the Qualified Mental Retardation uplicated, funds will be
Prafessional (QMRF) on October 3, 2007 at reimbursed to client #2°s
approximately 11:00 AM indicated that the money account.
_| withdrawn was spent on a recliner chair. There e TheH . \
were no-receipts however 1o determine how or ¢ Home Manage:r will ¢
- | when the monies were spent. - ensure that all receipts arc
W 148 :L‘el;_:laézhzl_cr)(sc)}(fg 'gﬁomglé‘NlCATlON WITH ) W 148 ﬁlec} on a monthly basis and '
- . ‘ : ‘ the information is available
The facility must notify promptly the client's for review.
parents or guardian of any significant incidents, or
changes in the client's condition including, but not W
limited to, serious illness, accident, death, abuse, 148
o unauthorized absence.
This STANDARD is nat met as evidenced by: The Standard will be met as
Eiased on interview and record review, the facility ‘evidenced by: '
failed to notify parents or guardians of significant m
incidents for one of the eight clients residing in . 102401
thle facility. '(Cllents #2) i ¢  QMRP will noti £y family’ ion%o\nﬂ
o o g significant incidents.
\aview of the facility's unusual incident reports . MRP wi
and investigations on Octaber 2, 2007 at Q . /wm %’c(;’mem
approximately 8:20 AM, revealed evidence that petson/s notinie d, and the !
the facility falled to notify family members . date/time of notification/s on |
immediately of the following significant incidents: the incident report form. :
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W 148 | Continued From pade 10 W 148
a. On April 17, 2007, staff discovered Client #2 '
with a three centimeter discoloration on her left
thigh.
b. On August 24, 200, Staff discovered a
laceration to Client #2's head for which she was
treated in the emergency room.
W 149 | 483.420(d)(1) STAFF TREATMENT OF W148| y7140
CLIENTS 14871
The facility must develop and implement written . . O“‘imﬂ
policies and procedures that prohibit Th}s Standard will be met as
mistreatment, neglect or abuse of the client. evidenced by:
This STANDARD is not met as evidenced by: * Reference response to W153
Based on staff Interview and record review, the and W154,
facility failed to establish a poficy on injuries of " e Incident Management policy |
unknown origin. . . .
will be reviewed/revised as
The finding includes: needed.
. MRP will provide
[Cross Refer to W153 and W154] The facility Qd Sitopa! 1&?‘&? g
failed to establish a policy and procedure on addifiona. 3 aning as
reparting and investigating injuries of unknown needed to further wnsure
origin. Interview with the Qualified Mental compliance with thi
Retardation Professional (QMRP) on October 2, standard
2037 at approximately 2:00 PM revealed that staff )
were required to write an incident report, notify
appropriate management, family members,
guardiang, attorneys and all other governmental
agencies; however these procedurss were not
written in the Incident Management policy.
W 153 | 483. 420(d)(2) STAFF TREATMENT OF W 153
CLIENTS B
The facility must ensure that aII allsgations of
mistreatment, neglect or abuse, as well as
injuries of unknown sourcs, are reported T
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W 163 | Continued From page 11 o ' W 153
immediately to the administrator or to other
offic.als in accordance with State law through
established procedures.
This STANDARD is not met as evidenced by:
Basad on interview and record review, the facility W1i53
failed to ensure that all unusual incidents (1o |
including injuries of unknown origin were reported - This . e
immediately to the administrator and other evid Sta:glabrd will be met as 0“‘30"9 .
officials according to district law (22 DCMR,. .| eviaenced oy:
Chapter 35, Section 3519.10) four of the eight- ]
clients residing in the facility, (Client's #2, #3, #6 ¢ QMRP will reportall
and #7). | unwsual incidents, including
injuries of unknown aorigin
The findings include: . - Aes
g ) 10 the administrator and
Rewew of the incident reports on October 2, 2007 ' other officials according to
beginning at 8:20 AM revealed the following district law.

incidents had not been reported to the State

Agency as required: ¢ Incident Manager will

review incident reporting

|a. On April 17, 2007, staff discovered Client #2 ‘ procedures on a routine
with a three centimeter discoloration on her left , basis and provide
thigh. ‘ appropriate follow-up
b. .On September 11, 2007, the staff discovered actions as nee.ded to u [he‘r
a "rnark" on Client #3's left back arm. ensure compliance with this

: ‘ : standard.
e. On July 18, 2007, the staff discovered a : e Documentation of all
‘ scratch on Client #3's right back leg. notifications will be

| d. On July 9, 2007, the staff discovered an mm'ntamed on file for

abrasion on Client #3's left lower Jeg. _ [Cview.

@. On June 24, 2007, the staff discovered a
bruise on Client #5's nght elbow,

£ On June 18, 2007 the staff dlscovered a bllster

FORM CMS-2667(02-89) Previous Versions Obsolete Event ID; DWO411 Facility ID: 08G118 " If continuation sheet Page 12 of 59
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injuries of unknown origin were not investigated.

a. On April 17, 2007, staff discovered Client #2
with a three centimeter discoloration. on her left

thigh.

b. On September 11, 2007, the staff discovered

| a "mark" on Client #3's left back arm.

¢. On July 16, 2007, the staff discovered a
scratch on Client #3's right back leg,

d. On July 9, 2007, the staff discovered an
abrasion on Client#3's left lower leg.

e. On June 24, 2007, the staff discovered &
bruise on Client #6's right elbow.

f OnJune 18, 2007, the staft discovered a blister|

on Glient #7's right knee.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
_ , A. BUILDING
09G119 B. WING 10/05/2007
NAME OF PROVIDZR OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
| D'I 4515 EDSON PLACE, NE
WASHINGTON, bC 20019
(X4) ID SUMMARY STATEMENT OF REFICIENGIES ) PROVIDER'S PLAN OF CORRECTION &)
PREFIX 'EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EAGH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG FEGULATORY OR LSC IDENTIFYING INFORMATION), TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
W 153 | Continued From page 12 W 153
on Client #7's right knee.
W 154 | 483.420(d)(3) STAFF TREATMENT OF . W 154
CLIENTS
The facility must have evidence that all alleged -
violations are thoroughly investigated.
This STANDARD is not met as evidenced by:
Basad on staff interview and record review, the
1 facilty failed to consistently document thorough
investigation of all injuries of unknown origin, for
threz of the eight clients that reside in the facility. -
(Client's #3, #6, and #7) W154
The findings include: This Standard will be met as
Review of the incident reports on October 2, evidenced by:

{hlo/d7

* QMRP received disciplinary | O

action for failing to complete
incident investigations in a

timely maaner,

¢ Incident investigations’ will
be completed for each of the

listed incidents.

o Information will be made

available for review.
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W 159 483.430(3) QUALIFIED MENTAL W 159 W159

RETARDATION PROFESSIONAL :

Fach client's active treatment program must be This Standard will be met as

integrated, coordinated and monitored by a ) evidenced by;

qualified mental retardation professional. .
' 1. Reference response to W120.
This STANDARD is not met as evidenced by:

Basad on observation, interview and record 2. Reference response to W140.
review, the facility's Qualified Mental Retardation ' '
Profzssional (QMRF) failed to adequately 3. Reference response to 22
monitor, integrate and coordinate each client's DCMR, Chapter 35, Section.
active treatrment programs . ? il
‘ 3519.10. Also reference
The findings include; _ response to W153.
1. The facility's QMRP failed to ensure that © 4. Reference response to W154. |H¢13:01
outside services met the needs of the clients. : N a0
[See W120] ongnng

5. Reference response to W196.

2. The facility's QMRP to ensure receipts for :
withdrawals from the clients personal funds 6. Reference response to W210,
| acecunt were available for review. [See W140]

| 3. The facility’'s QMRP failed to ensure that al 7. Reference response to W217.
unusual incidents including injuries of unknown .
origin were reported immediately to the : 8. Reference response to W220.
administrator and other officials according to :
district law (22 DCMR, Chapter 35, Section 9. Reference response to W241.

351¢.10) [See W153)

4. The facility's QMRP failed to investigation of all 10. Reference response to W242.
injuries of unknown origin. [See W154] ‘

L . : 11, Reference responsé to W247.
5. The facility's QMRP failed to ensure that '

clients received a ¢ontinuous active treatment

prog-am for one of the four clients in the sample * 12. Reference response to W249.
in accordance with recommendations made by | ' . . o oo e
the interdisciplinary: team (IDT). [SeeW198] ~ |" ~ = | 13, Reference response t6 W250. |

FORM CM3.-2587(02-98) Pravipus Verslons Obsolete ) Event iD: DWO411 ' Fagcility [D: 089G 119 If continuation sheat Page 14 of 59
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[See W210]

| 12. The facility's QMRP failed to ensure that

| their Individual Program Plans. [See W248]

13. The facility's QMRP failed to develop an

| frorn the day program. [See W250]

6. The facility's QMRP failed to ensure that .
assessments had been completed within 30 days
after admission by the interdisciplinary team.

7. The facility's QMRP failed to ensure that a
nutritional assessment was completed. (See
W217]

8. The facility's QMRP failed {o ensure that a
spesch language assessment was coordinated to
determine the client's communication needs,
[See W220]

9. “The fecility's QMRP failed to provide behavior
strategies to staff. [See W241] .

10. The facility's QURP failed to ensure that
clients’ individual program pians (IPP) included
training in personal skills in both formal and
informal sefting. [See W242] '

1. The facility's QMRP failed to ensure that
each client was provided an opportunity for
choice. [See W247]

clients were provided the oppartunities for
continuous active treatment in accordance with

active treatment schedule that outlines current .
active treatment program when clients are home

14. The facility's QMRP failed to collected data.
tha; was reflective of actual client's performance.

WS4, Continued...

14. Reference response to W252,
15. Reference response to W260.
16. Reference response to W436,

17. Reference response to W137.

1ol | WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQOULD BE COMPLETION
TAG FEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
W 159 | Continued From page 14 W 159
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W 159 | Continued From page 16 W 159
[See W252)
15_ The facility's QMRP failed to make revisions
or to justify the repetition of the objectives from
the previous year. [See W260)
16. The facility's QMRP failed to ensure that
adaptive equipment identified as needed by the
interdisciplinary team were furmshed and w170
‘| provided. [See W436]
17. The facility's QMRP failed to ensure Glients This Standard will be met as
had the appropriate size clothing. [See W137] evidenced by: Wik 07
W 170 | 483.430(b)}(5) PROFESSIONAL PROGRAM W 170 ' ongow_:)
: SERVICES - 5 : :
» Administrative Assistant will
. Professional program staff must be licensed, _ obiain all re_qmred Licenses
certified, or registered, as applicable, to provide for two Social Worlsers and
professional services by the State in which he or the Physical Therapist.
| she oractices. e The Human Resource
' department will obtain two
This STANDARD is not met as evidenced by: LPN 1if.‘.enses to ensure
Based on record review and interview the facility compliance with this
failed to ensure that the Professional program standard.
staff was licensed, certified, or reg!stered as im 1
oth Administrative
appltcable to' pmvxde professional services by * i istant and the Human
the State in which he or she practices. SS1S VIR,
3 Resources Departrent will
The finding includes: continue to monitor and track
; o . ) © expiration dates of required
Rewew_of the records revealed t'he following 11censes;cart1ﬂcat10ns of
professional staff who lacked evidence of a
.| current license: professional staff to further
Two Social Workers, the Physical Therapist and ensure compliance with this
two Licensed Practical Nurses. standard.
W 180 | 483. 430(b)(5)(x) PROFESSIQNAL PROGRAM W 180
SERVICES - -
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"W 180 | Continued From page 16 W 180
' To b2 designated as a human services
professional, an individual must have at least a
bachelor's degree ina human services field
(including, but not limited to; sociology, special
education, rehabilitation counseling, and
psychology).
: ‘ W180
This STANDARD is not met as evidenced by:
Based on raview of personnel records, there was . .
no evidence that the facility had hired a Qualified This Standard will be met as
{ Mental Retardation Professional (QMRF) in evidenced by: . _
accerdance with the federal regulations. i\ .B»W
: ‘ mna0
The finding includes: Reference response to W159. ong "ﬂ
Interview with the GMRP on October 2, 2007 -
revealed that she had been working for many
years in coordinating and monitoring services fo -
persons with mental retardation. Review of the
QMRP's educational credentials, however,
indicated that she does not hold ataleasta
bachelor's degree in an area designated as a
human services professional category or meet B}
the educational qualifications as specified by .
W 193 Le:: Te}or © ”éaté"r‘i;p l(fs'?Re;\\/l\ﬂlilgé PROGRAM W 19 This Standard will be met s
430(e)(3) S 3| evidenced by:
Staf‘ must be able to demonstrate the.skills and
techniques necessary to administer interventions
to manage the inappropriate behavior of clients. » Client #4°s personal skills
' will be assessed/evaluated.
This STANDARD . is hot met as evidenced by: ¢ Actzvﬂy schc.?dule for c11'.ent #
Based on observations, staff interviews and the 4 will be reviewed/modified i
review of records, the facility staff failed to as needed. ‘
demonsirate competency in implementation of
Behavior Support Plan'(BSP) for one of the five’ -
clients in the sample. (Client#4)...
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reviaw, the facility failed to ensure continuous

| the facility failed to ensure that assessments had

- | included:training in personal skills (See W242), -

Bas2d on observation, interview and record
active treatment services (See W186 and W249),

been completed within 30 days after admission by
the interdisciplinary team (See W210); the facility
failed to provide a speech language assessment
to datermine the client's communication needs
(Sea W220); the facility failed to provide behavior
strategies available to staff (See W241); failed to
ensure that clients' individuat pragram plans (IPP)

the facility failed to ensure clients were provided

The facility will ensure that active
freatment services and requirements
are met as evidenced by:

Reference responses to W196,
W249, W210, W220, W241, W242,
W247, W250, W252, W260, and
W436.

1ol WASHINGTON, DC 20019
X4) ID SUMMARY STATEMENT OF OEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY) -
W 193 | Contfinued From page 17 w193 * QMRP will c?qduct
: additional training to include
The finding inciudes: but not limited to; adherence
_ to mealtime protocol,
The facility failed to implement Client #4's BSP as implementation activity
written. [Also See W196] schedule, interaction and
On Qctober 3, 2007 at approximately 12:30 PM, active participation of
Client #4 was obsetved exhibiting face slapping !n_dlwduals in their daily
behaviors during lunch. During the behavior , a toutines, behavior support
direct care staff intervened by stating, "Oh, no we Blans & positiomin "y 0
won't have that". The client momentiarly stopped . _p P & ;:\:azﬁnz)
and proceeded to face slap again, There was no Y9 Re -
intervention from the staff. According to the BSP ( )-%efereme response to W196 :
the strategies reviewed on October 4, 2007 at , ® .
2:00 PM, the staff should ask the client to stop, if * QMRP will develop program
not, then the staff should move the client's hand objective to enhance client
down from hijs face and continue with proactive #4’s skills -
| strategies. ”
W 195 | 483.440 ACTIVE TREATMENT SERVICES W 185 \7\&7195
The facility must ensure'that specific active This CONDITION will be met as.”
treatment services requirements are met. . ) :
evidenced by:
. “ Wi2DOT
This CONDITION -is not met as evidenced by; ‘ \

o"ﬂ“‘ﬁ
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with opportunities for choice and
self-mahagement(See W247); the facility failed to
develop an active treatment schedule that
outlines current active treatment program when
clierts are home from the day program (See
W2£0); failed to ensure data relative to the
accomplishment of the criteria specified in each
cliert's IPP abjectives were documented in
measurable ferms(See W252); the
interdisciplinary team (IDT) failed to make
revisions or to justify the repetition of the
objectives from the previous year (See W260);
and the facility failed to ensure that adaptive
equipment identified as needed by the
interdisciplinary team were furnished and
provided (See W436) '

The effects of these systemic practices results in -
the failure of the facility to adequately provide
active treatment services. '

483.440(a)(1) ACTIVE TREATMENT

Each client must receive a continuous active
treatment program, which includes aggressive,
consistent implementation of a program of
spesialized and generic training, treatment, health
services and related services described in this
subpart, that is directed toward:

(i) The acquisition of the behaviors necessary for
the c¢lient to function with as much self
determination and independence as possible, -
and :

(if) The prevention or deceleration of regression
or loss of current optimal functional status.

This STANDARD -is not met as evidenced by:
Based on observation, staff interviews, and-- -
record review, the facility failed to ensure that

W 185

W 196
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| @) Upon the surveyors arrived to the home at 8:00

"{-d) During lunch, at approximately 12:30 PM,

revesled the following:

AM Client #4 was observed at the kitchen table
preparing io eat his breakfast. The client was
served his breakfast and did not participate in the
meal time preparation or service. Although the .
client wasg independent in feeding himself, staff
usec hand over hand assistance to encourage
him to complete his meal.

b) Al appoximately 8:30, after compléting his
breakfast, the client was taken to his bedroom
where he remained until lunchiime. The client .
was periodicaily observed in his bedroom lying on
his bed without any without
constructive/habilitative activities.

c) At approximately 12:00 PM, the client was
escorted in his wheelchair to the living room and
positioned in front of the tefevision.

Client #4 was observed exhibiting face slappmg
behzviors. The direct care staff intervened by
stating "Oh, no we won't have that". The client
cedsed the behavior momentarily. The staff did
provide any further redirection/intervention, :
Accerding to the Client's current Behavior Support

standard,

will be assessed/evaluated. -

» Program objectives will be
¢stablished as needed.

» The Activity Schedule for
client #4 will be
reviewed/modified as needed.

» QMRP will conduct
additional training as needed
to include but not limited to;
mealtime protocols,
implementation of activity
schedules, client interactions
and active participation of

* individuals in their daily |
routines, behavior support |
-plans and positioning,. |

e Routine file reviews will be |
conducted to further ensure |
compliance with this

1ol ' WASHINGTON, DC 20019
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W 196 | Coniinued From page 19 W 198
clients receéived continuous active treatment )
program in accordance with recommendations .
made by the interdisciplinary team (IDT) for two of w196
the four clients included in the sample. (Chents
#3 and #4) This Standard will be met as
The findings include: evidenced by:
. , g 030
1. On Qctober 3, 2007 Client #4's home activities e Client #4°s personal skills anomg
| from 8:00 AM to 1:30 PM were observed and
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Plan, reviewed on October 3, 2007, required the S
staff to ask the client to stop. If the client did not Bl
stop, the staff was required to move the client's Lt
hand down from his face and continue with bl
proactive strategies. ol
€) After lunch, at approximately 1:30 PM, direct 1
care staff took the client on a van ride. ; : '
: | IR e Yo WAl
2. Interview with staff an October 2, 2007 2) Rejoramvel weepons
revealed that Client #4 dependents on staff for BTN DR l\,-l3‘_0-7
basic personal needs i .
[ oW
. a amep iwild devplop pgem | 130
On October 2, 2007, the client was observed X F : b needed ,
wearing an adult protective under garments and dD&Cﬂ"] e \
dependent on staff for toileting. Also on the R hoad: ¥U's
moming of Oclober 2, 2007, the staff was : to é”“‘?{‘ e -
observed assisting the client with his jacket. The %M '

| staff confirmed that the client needs assistance !
with bathing, dressing and toileting.

Review of the cliept's habilitation record on
October 4, 2007 revealed no documented
evidence of tralning programs in these domains. P
Further review of the client's habilitation records
failed to review that the client's personal care
skills had been identifled/assessed. h

b
Piodg
i
3

3. Review of Client #4's IPP revealed that
recommended training programs were not
cansistently implemented as evidenced below:

Review of the Client #4's IPP revealed

objectives to enhance sensory awareness, to
improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encaurage, the client to
participate in any of the aforementioned program

- 'Y}-
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months.

objectives as evidenced below:

a) Three times per week, the client will
feel/manipulate items in his feel box for threa
minutes with hand over hand assistance for six
cunsecutive months by 10/07.

Interview with the Qualified Mental Retardation
Frofessional (QMRP) on October 4, 2007
revealed that there was no box available with
such items. Review of the data, however,
revealed that the program was being
implemented and that.the client had acheived the
required objective, since April. '

The facility QMRP could not explain how the
program was being Implemented without the box.

b) [The client] will dance with staff for three
minutes two times per day 100% accuracy for six

Although the data collection refect that this
program had been implemented in the past, there
was no evidence that the program had been
implemented during the survey period.
Additionally, the data callected did nhot measura
the progress of the objective. [Also See W252)

d) [The client] will ambulate one trip around the
interior of the home two times & day with
moderate physical assistance of one person at
100% accuraey for six months".

Although the Octaber 2007 data callection
refected that this program was being
implemented one time a day, this program was
not observed during the survey period.
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Al
2. The facllity failed to implement Client #3's W18 iiov
program objectives. o

. ) |
a) Interview with the QMRP an October 2, 2007 at ;
9:40 AM indicated the Client #3 was admitted to '
the facility on March 26, 2007.

During evening abservation on October 2, 2007
from 3:45 through 6:55 PM, Client #3 was not
engaged in any formal or informal active ' :
treatment programs. )

At 3:30 PM, the client arrived hame from his day ;
Program and shortly thereafter, at approximately |
3:45 PM, was taken to his bedroom. He was bl
| observed to lie In bed until 6:55 PM. The cliont G -
was observed ta need total assistance in ] S

transferring from his wheelchair to and from beg, L

At 6:55 PM, the client was prapelled into the living o e Y ! ll'-[
room and positioned in front of the television, NUWLY, | ?"“{‘W qhetne as o 0(“0-.,
where he remained until he received his G-tyb , hodold NG ‘1
feeding at 8:00 PM. There was no observation '

that the staff presented the client with a choice of
leisure time activities or engaged the client in any
other activty.

b) Review of Client #3's IPP dated April 25, 2007

fevealed an objective that the client will sit on the

edge of the bed for two minutes three times a day
without assistance for three months.

There was no observations of the client
participating in this activity. According fo the data.
sheets since June 2007 the direct care staff were
documenting only twice a day.

c) Review of Client #3's IPP dated April 25, 2007 Bl
revealed an abjective that the client will talerate i
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stretching to his lower extremities daily for two
minutes each stretch for six months.

There was no observations of the client
participating in thig activity. According to the data
sheets since June 2007 the direct care staff were
not dacumenting the number of minutes.

d) Review of client's |PP dated April 25, 2007
revealed an objective which stated, "Five days a
week, given hand over hand assistance, [the
client] will make a selection of what clothes to
wear daily in 80% of the trials presented for six
consecutive months by April 2008."

On October 2, 2007 at 3:45 PM, a pair of Jeans
and shirt was observed on Client #3's nightstand.
Interview with the direct care staff at 6;00 PM
indicated that the clothes were selected by the
staff for the client to wear on the next day. There
was no evidence that the facllity encourage the
client to participate In this task.

3. During the evening meal observation on
Octaober 2, 2007, Client #1 ate her.meal with
minimal to no assistance from staff. Upon the
completion of the meal, the staff who was
assisting the client with her meal, passed the dish
and eating utensils to another staff person who
was located in the Kitchen, Review of the clients
IPF objective on October 4, 2007, revealed that
the client had a goal to increase her activities of
dally living skills. To accomplish this goal, the
client was required ", , . after dinner meal, given
physical assistance, [Client Name] wilf remave
her plate to the kitchen on 100% of the trials
presented for six consecutive months,” Qn
October 2, 2007, Client #1 was not afforded an
opportunity to participate in this IPP goal,

! H ,
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W 210 | 483.440(c)(3) INDIVIDUAL PROGRAM PLAN W 210 ?

Within 30 days after admission, the
intardisciplinary team must perform accurate |
assessments or reassessments as needed to Co
supplement fhe preliminary evaluation conducted
prior to admission,

Based on abservation, interview, and record
review, the facllity failed to ensure that
assessments had been completed within 30 days |
after admission by the interdisciplinary team for 3
one of the four clients in the sample. (Client #4) ’

This STANDARD is not met as evidenced by: {\N 210 i : _ '

The finding Includes: -~ - ) - (113 ‘0., :
[Cross Reference W196] During the entrance ongowng
conférence with the Qualified Mental Retardation )
Professional (QMRP) gn October 2, 2007 at 9:40
PM revealed that Client #4 was admitted into the
facility on March 1, 2007,

On Oclober 2, 2007, the client was ohserved
wearing an aduit protective under garments and
dependent an staff for toileting. Also on the j
morning of October 2, 2007, the staff was Y
observed assisting the client with his jacket. The ‘ ;!
staff confirmed that the client needs assistance| W20 » |
with bathing, dressing and toileting. Ci

Review of the client's habiiitation record on |
Qctober 4, 2007 revealed no documented
evidence of tralning programs’in these domains. X : : '
Further review of the client's habilitation records
failed to review that the client's personal care
.gkills had bsen identified/assessed. ' :
W 220 | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN W 220 ;
M
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Based on observation, interview and record
review, the facility failed to provide a speech
language assessment to determine the client's
communication needs, for ane of the four clients
In the sample. (Client#4),

The finding includes:

Observation during the survey from October 2,
2007 through October 5, 2007 revealed fhat
Client #4 was non-verbal. On Qctober 2, 2007
during breakfast the staff was observed feeding
the client his meal. The staff would asked the
client before scooping the faod, which foad item
from his plate he wanted next. The client did not
respond verbally, however, he would turp his
head away from the utensil to indicate that he did
not want to eat the spoon of food. He was also
observed to intentionally turning over his cup of
water to indicated that he did not want water. The
staff acknowledge that the client communicates
his dislike for water by spilling it. '

The staff indicated that there were no formal
means of communicating with the client.
Interview with the Qualified Mental Retardation
Professional (QMRP) on October 4, 2007 at
approximately 11:00 AM indicated that the
client'’s 30-day revlew on March 28, 2007
revealed that the Interdisciplinary Team ( IDT)
recommended to confinue with all previous
program objectives. Review of the records
revealed that the speech pathologist noted, that

ag@wmnmﬁ~%
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The comprehensive functional assessment must L
include speech and language development, i
oK il loe mel
This STANDARD is not met as evidenced by: ‘WVLS &\”‘M -

\7
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The comprehensive functional assessment must
include adaptive behaviors or independent living
skills necessary for the client to be able to
function in the community.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to assass adaptive
behaviors and/or independent living skills, for one
of the five clients in the sample. (Client #5)

The finding includes:

©On October 2, 2007, at 6:00 PM Client #5 was
observed during meal time. The client, with an
adaptive spoon, ate a pureed dinher using a high
sided plate that had an attached plate guard,
During the process of eating, however, there was
spillage. As the client brought the loaded spoon
to her mouth she tumed the spoon causing the
food to spill back into the plate. After the facility's
nurse observed the client's eating techniques, the
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W 220 | Continued From page 26 W 220 ;
"a report” would be completed within 30 days. & QLD
Further review of the records revealed that an bR
evaluation by the speech therapist was completed SR 3 ‘
on June 28, 2007, The evaluation however, did OLoesiny ; 11,20.07
not identify any training needs or skill deficits. It _ i | ‘r | n
should be noted that the client was ordered and 0 NG ” Nouk “e'* b »ongm q
served a pureed diet. The speasch assessmeant c\iwe’t‘ OW'\A N nmc\/% :
did not address the reasons for the pureed o G S .
. R ¢ . . O.’(M \l es
texture diet. Com main LCOKUY))
At the time of the survey, the facility failed to as W%L M Con
ensure Client #4 received a current Speech M, d Wg ‘
Therapy assessment that documented the client's l ke _
current functioning levet. |
W 224 | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN W 224 i
_ w2z
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consecutive months by April 2008.", .t ,
2. The facility failed to provide Client #5 an & Mdihofiad gﬁﬁﬁmmmq (. 200]
apportunity to choose to have dressing on her U\HU [oa : condarct on i «20-0
salad, - : decicunti and chiorce malanc ongoiny
On October 5, 2007 at 6:10 PM Client #5 was obilhes © Fclipnt #5,
observed eating a pureed meal for dinner. The )
dietary order required that the client be served a il
salad for lunch and dinner. The staff was S
observed pureeing the lettuce and served it to the i
client. When asked if the client had a preference |
in salad dressings, the staff stated “I don't think ok
she likes dressing." There was no attempt by staff 4
to offer the client a dressing for her salad. ‘
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 W.qu P )
. L]l ;
As soon as the.inte‘rqisc_ip.linary team has T‘{\,u; Q\p,h ﬂeﬁi w"'m h@ WXk as
formulated a client's individual program plan, DULAD ¢ m ,
each client must receive a continuous active a4 Yo 7 \D“‘\!
treatment pragram consisting of needed b
interventions and services in sufficient number L
and frequency to support the achievement of the Bakap . no _
objectives identified in the individual program 4 g f?’& ¢ ehy O w102, o
plan. WIZOJ W2, \Wigs and 37, 110007

WIIELW224 Wwarh W22 | onni)

This STANDARD is not met as evidenced by: v
Based on staff interviews and record review, the i

facility failed to ensure that clients were provided l“* ont
the opportunities for continuous active treatment & Gmw *I»‘ I e & m

in accordance with their Individual Program Plans M/ ot moterals
(IPPs) for three of four clients included in the - f Vs ‘o
sample. (Clients #1, #3 and #4) ond upphes neededs

The findings include:

UJHM %-WIM-

On Qctober 3, 2007 Client#4's home activities
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nurse acknowledged that the client's adaptive g ornee Wi\ Loord Okl :
equipment and/or feeding techniques needed to mkmmy as N )
be re-assessed. v
W 241 | 483.440(c)(6)(ii) INDIVIDUAL FROGRAM PLAN W 241 .t
The individual pragram plan must identify the A4l ?
location where program strategy information i
(which must be accessible to any person ;
responsible for implementation) can be found, o ,
o S E \'\AD.N- D, D Be melt
This STANDARD s hot met as evidenced by: Thio b ‘ ‘
Based on observation, staff interview and record on e)ULO\Ml’.Zd b({)
verification, the facility failed to provide behavior F ‘ \ave
strategies available to staff for one of the four S e s .
clients in the sample. (Client #3) ) § Oehowior ‘ Wide 1 Pov clent#3,
i e ’
o been (1P (1407
The finding includes: i ‘ Oh ~
g Dehanio P/g hures .
Interview with the Qualified Mental Retardation bw\f ol 0« j'\m Yﬂé ﬁy\%om(,’
Professional (QMRP) on October 2, 2007 at 2:40 cantlog n?A tolthe hom
AM, revealed that Client #3 had a behavior on \mplemen :
support plan that addressed maladaptive rewm';d hrmmna \ enieS
'behaviors, The plan however was discontinue ob g\—p\)\o( SYrox egle=.
due to the discontinuation of the client QP Home Hanpoer and
psychotropic medication regime on April 23, a - nhaue
! ; u e wuph o
2007, Further Interview with QMRP and record ?3‘-1()'}‘0 0Qy and moke '
review revealed that behavior guidelines were 1o W\,M\m s .
designed and required to be implemented as TR L M
needed. The guidelines, however, were not ()V\@Ml_%éa& . '
avallable in the cllent's program book for staff . :
review and implementation, P
Interview with the QMRP on Qctober 3, 2007 at i
approximately 12:45 PM revealed that the H
behavior guidelines could not be |ocated. i
W 242 | 483.440(c)(6)(il)) INDIVIDUAL PROGRAM PLAN W 242 W 242
i | The individual program plan must include, for i
FOﬁM CMS-2567(02-09) Previous Varslons Qhaplete :
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those clients who lack them, training in personal ;
skills essential for privacy and independence "
(including, but not timited to, tailet training, *
personal hygiene, dental hygiene, self-feading, b
bathing, dressing, grooming, and communication
of basic needs), until it has been demanstrated X
that the client is developmentally incapable of -
acquirting them. 5 :
i ’ ]
. P
This STANDARD is not met as evidenced by: Tho Stwnd wriflae wok o
Based on observation, staff interview and record ool y
review, the facility failed to ensure that clients’ o b&b’ . !
individual program plans (IPP) included training in m quﬁ U&g\\ qu[d}& o “‘ 1307
personal skills in both formal and informal seiting WG aS eeded '
for ane of the four clients.n the sample. (Glient PYOOYT £ or\qomq
#3) oL M\\(& mc,rwge,b“s -
Chient 3 sonet ST
The findings include: | T N '
g Qm 5!“““ dOGU«W‘m+ I’d ;
1. During the entrance conference with the - ' Al :!P\g mafe Yowd :

_with bathing, dressing and tolieting.

Qualified Mental Retardation Professional
(QMRP) on Qctober 2, 2007 at 3:40 PM revealed
that Client #4 was admitted into the facility on
March 1, 2007,

On Octaber 2, 2007, the client was observed
wearing an adult protective under garments and
dependent on staff far toileting. Also on the
morning of October 2, 2007, the staff was
observed assisting the client with his jacket. The
staff confirmed that the client needs assistance

Review of the client's habilitation record on
October 4, 2007 revealed no documented
avidence of training programs in these domains.
Further review of the client's habhilitation recardg
failed to review that the client's personal care

will eon|

€

Afonay

e

\6 oS

Lk addihonal

FORM CMS-2607(02-88) Pravious Versions Obsolele

Event |D: DWQ411

Faciliy ID: 0SG118 |

-[Ir continuation sheet Page 29 of'59




NOU-S-28B7 B7:58 FROM: : _ TO:2624423430 F.3

LWl L6l AUV V. LV FAA LULEEEVYOV nnAa i uog
i 1
y N ) _ L PRINTED: 10/22/2007
DERARIMENT OF HEALTR AND HUMAN SERVICES il FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES * : . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTR'J;!'J;T!C N (X3} DATE SURVEY
ANN PLAN OF CORRECTION IDENTIFICATION NUMBER. v COMPLETED
A BUILDING
. <]
09G119 B. N . : 10/05/2007
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESE.IC|TY, STATE, ZIP}CODE
1Dt 4516 EDSON PLAGE, NE
' WASHINGTON, [bC 20019 |, !
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PRQVIDER'S PLAN ‘oF FORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTJON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-ﬁeﬁtERENcED TQ THE AFPROPRIATE DATE
i1 |i DEFICIENCY)
W 242 | Cantinued From page 29 W 242 E

skills had been identified/assessed. ; o

& Qe witidoiop o woﬂx\ovus‘:\\na
2. Review of Client #3's medical recard revealed | ?m%m;w Yot A ¥,

a dental consultation dated June 6, 2007, The o :
consultation indicated that the client had heavy ”
calculus deposits and poar oral hygiene,

‘Review of the IPE dated April 25, 2007 falled to
idenfified a foothbrushing program.
W 247 | 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN | W 247

The individual program plan must include
opportunitias for client choice and
self-management.

MM,MWM

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the facllity failed to ensure that each client
was provided an opportunity for clients ¢haice for
two of the four clients in the facility. (Clients #3
and #5)

£
fo

i

a

The findings includes:

1. The facility failed fo ensure that Client #3 was
provided an opportunity to participate in selecting
his clothing.

Lhiy.07
0“‘3’“"[4

FIE 4

On October 2, 2007 at 3;45 PM, a pair of jeans
and shirt was observed on Ciient #3's nightstand.
Interview with the direct care staff at 6:00 PM
indicated that the clothes were selected by the
staff for the client to wear on the next day.
Review of client's {PP dated April 25, 2007
revealed an objective which stated, “Fiva days a
week, given hand over hand assistance, [the
client] will make a selection of what clathes to _,
wear daily in 80% of the trials presented for six

-wlo. thoicé
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from 8:00 AM to 1,30 PM were observed and
revealed the following:

~

a) Upon the surveyors arrived to the home at 8:00
AM Client #4 was observed at the kitchen table
prepanng to eat his breakfast. The client was
served his breakfast and did not participate in the
meal time preparation or service. Although the
client was independent in feeding himself, staff
used hand over hand assistance to encourage
him to complete his meal.

b) At appoximately 8:30, after completing his
breakfast, the client was taken to his bedroom
where he remained until lunchtime, The client
was periodically observed In his bedroom lying on
his bed without any without B
constructive/habilitative activities.

(1:20:07
On%omq

¢) At approximately 12:00 PM, the client was
escorted in his wheelchair to the living room and
positioned in front of the television.

d) During lunch, at approximately 12:30 PM,
Client #4 was abserved exhibiting face slapping B
behaviors. The direct care staff intervened by il
stating "Oh, no we won't have that". The client P
ceased the behavior momentarily. The staff did
provide any further redirection/intervention.
According to the Client's current Behavior Support
Plan, reviewed on October 3, 2007, required the
staff to ask the client to stop. If the client did not
stop, the staff was required to move the client's ;
hand down from his face and continue with O
proactive strategies. P

e) After lunch, at approximately 1:30 PM, direct ‘ R CI : :
care staff took the ¢lient on a8 van ride. .o S . ' ‘
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2. Interview with staff on Octaber 2, 2007
revealed that Client #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was observed
wearing an adult protective under garments and
dependent on staff for toileting. Also on the
marning of October 2, 2007, the staff was
observed assisting the client with his jacket. The
staff confirmed that the client needs assistance
with bathing, dressing and toileting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of training programs in these domains.
Further review of the client's habilitation recards
failed to review that the client's personal care

gkilis had baen identifled/assessed.

3. Review of Client #4's IPP revealed that
recommended training programs were not
consistently implemented as evidenced below:

Review of the Client #4's IPP revealed
objectives to enhance sensory awareness, to
improve lower range of motion and strengthen
Jower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encourage, the client to
participate in any of the aforementioned program
dbjectives as evidenced below:

a) Three times per week, the client will
feel/manipulate items in his feel box for three
minutes with hand over hand assistance for siX
consecutive months by 10/07.

Interview with the Qualiied Mental Retardation
Professional (QMRP) on October 4, 2007

i
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revealed that there was no box available with
such items, Review of the data, however,
revealed that the program was being
implemented and that the client had acheived the
required objective, since April.

The facility QVIRP cauld not explain how the

program was being implemented without the box.

b) [The client] will dance with staff for three
minutes two times per day 100% accuracy for six
months.

Althaugh the data callection refact that this
program had been implemented in the past, there
was no evidence that the program had been
implemented during the survey period.
Additionally, the data collected did not measure
the progress of the objective. [Also See W252]

d) [The client] will ambulate one trip around the
interior of the home two times a day with
moderate physical assistance of one person at
100% accuracy for six months",

Although the October 2007 data collection
refected that this program was being
implemented one time a day, this program was
not abserved during the survey period.

2. The facility failed to implement Client #3's
program objectives.

a) Interview with the QVIRP on October 2, 2007 at
9:40 AM indicated the Client #3 was admitted to
the facility on March 26, 2007.

During evening observation on_ October 2, 2007
fram 3:45 through 6:55 PM, Cllent #3 was not
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engaged in any formal or informal active WZUg |
;
i

At 3:30 PM, the client arrived home from his day ;
program and shorlly thereafter, at approximately e
3:45 PM, was taken to his bedroom. He was P
observed to lie in bed until 6:55 PM. The client ;
was observed 1o need total assistance in

transferring from his wheelchair to and from bed.

At 6:56 PM, the client was propelled into the living
room-and positioned in front of the television, ;
where he remained until he received his G-tub §
feeding at 8:00 PM. There was no observation i
that the staff presented the client with a chaice of
leisure time activities or engaged the client in any |
other activty: - :

b} Review of Client #3's IPP dated April 25, 2007 ;
revealed an objective that the client will sit on the |
edge of the bed for two minutes three times a day
without assistance for three manths. :

Thers was no observations of the client by
participating in this activity. According to the data P
sheets since June 2007 the direct care staff were ‘ !
documenting anly twice a day.

c) Review of Client #3's IPP dated April 25, 2007
revealed an objective that the client will tolerate

stretching to his lowar extremities. dally for two |
minutes each stretch for six months. o : f

There was no observations of the client ) P
participating in this activity. Accarding to the data C i
sheets since June 2007 the direct care staff were
not documenting the number of minutes. -

d) Review of client's IPP dated April 25, 2007 ]
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| dally living skills. To accomplish this goal, the

Continued From page 35

revealed an objective which stated, “Five days a
week, given hand over hand assistance, [the
client) will make a selection of what clothes to
wear daily in 80% of the trials presented for six
consecutive months by Aprit 2008."

On October 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Client #3's nightstand.
Interview with the direct care staff at 6:00 PM
indicated that the clothes were selected by the
staff for the-client to wear on the next day. There
was na evidence that the facility encourage the
client to participate in this task.

3. During the evening meal observation on
October 2, 2007, Client #1 ate her meal with
minimal to no assistance from staff. Upon the
completion of the maal, the staff who was
assisting the client with her meal, passed the dish
and eating utensils to another staff person who
was located in the Kitlchen. Review of the clients
IPP objective on October 4, 2007, revealed that
the client had a goal to increase her activities of

client wag requirad ". . , after dinner meal, given
physical assistance, [Client Name)] will remove
her plate to the kitchen on 100% of the trials
presented for six consecutive months.” On
Qctaber 2, 2007, Client #1 was not afforded an
opportupity to patticipate in this IPP goal.
483.440(d)(2) PROGRAM IMPLEMENTATION

The facility must develop an active treatment
schedule that outlines the current active treatment

program and that is readily available for review by
relevant staff.

W 249

W 250
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1
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This STANDARD is not met as evidenced by;
Based on absarvation, staff interview and record

review, the facility failed to develop an active U be mek
Ireatment schedule that outlines current active —“’\AA Skt f\doﬂl w k b
{ treatment program when clients are home from 0% @\Mm b% 7

the day program for one of the four clients in the
sample. (Client #4)

Bmep wt\ couide |aadinonal
brawntng ag needed, bor .

The finding includes:

S

Upon the surveyors arrived io the home at 8:00

¥ 1
AM, Client #4 was observed at the kitchan table o %H’rg T 0N \“&N\d’w}' 2
| preparing to eat his breakfast. The client was ALS) \ocakion ot
served his breakfast and did not participate in the = N c chedulleg
meal time preparation or service, Although the Al ve | yreanment S
client was independen{in feeding himself, staff s Unpo lementaXion
used hand over hand assistance fo encourage 0S T T o
| him to complete his meal. of wd,ula . u“a()m(:?
At approximately 8:30, after completing his P v 0
breakfast, the client was taken to his bedroom d @YY\)@D MJ | U Wwd‘ (:L// d"a " 9
where he remained until lunchtime, The client d.Uk M L 0% neede
was pefiodically observed in his bedroom lying on <Cne A .

his bed without any without
constructive/habilitation activities.

At approximately 12:00 PM, the client was
escorted in his wheelchalr to the living room and
positioned in front of the television.

At 12:30 During Junch, at approximately 12:30
PM, Client #4 was observed exhibiting face
slapplng behaviors. The direct care staff
intervened by stating "Oh, ho we won't have that", 5
The client ceased the behavior momentarily, The
staff did provide any further ;
redirection/intervention. According to the Client's
current Behavior Support Plan, reviewed on )
October 3, 2007, required the staff to ask the f
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client to stop. If the client did not stop, the staff
was required to move the client's hand down from
his face and continue with proactive strategies.

After lunch, at approximately 1:30 PM, direct care
staff took the client on a van ride.

Interview with the direct care staff and review of
the habilitation record revealed that the client hag
no aclivity schedule for that day, and no record of
an alterative activity schedule,

483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in client individval program plan
ohjectives must be documentad in measurable
teyms.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failed to collected data that
was reflective of actual client's perfermance for
two of the five clients Included in the facility,
(Clients #2, and #4)

The findings include:

1. Observation at the group home on Qctober 2,
2007, at approximately 7:20 PM, revealed staff
getting Client #2 out of her wheelchair and
repositioning the client on a couch located in the
foyer of the building,

On Octaber 3, 2007, Client #2's repositioning log
was review and it was determined that the staff
failed to document that the elient had been

repositioned on the previous day. The oversight
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those clients who lack them, training in personal
skills essential for privacy and independence }
(including, but not limited ta, tailet training, ; ,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated !
that the client is developmentally incapable of : '
acquiring them
S o
This STANDARD is not met as evidenced by: Th‘-b MM 'N‘lm 0.k O
Based on abservation, staff interview and record odanveed '{Mﬂ-‘:
review, the facility failed to ensure that clients’ o .
indivigual program plans (IPP) included training in a4 QW W ill Pm\;(d}& ’rmmm% 1111307
personal skills in both formal and informal setting o V'CLW\S s reed ,
for one of the four clients.in the sample, (Client P ?) se, Or\qOWW)
#3) 2NN G«Qd- ”‘“ﬁcﬁ a,\u\ks.
o chent %3&.’1}3\0@’5"“
The findings include: IR T,
| a amep| wil\ dociument f 5
1. During the entrance conference with the - ' T aves p’pk, wmane \’DUU ?
" ) . .
Qualified Mental Retardation Professional e wils O\

that Client #4 was admitted into the facility on

(QMRP) an October 2, 2007 at 9:40 PM revealed
March 1, 2007.

On October 2, 2007, the client was observed
wearing an adult protective under garments and
dependent on staff for toileting. Also on the
morning of October 2, 2007, the staff was
observed assisting the client with his facket, The
staff confirmed that the client needs assistance
with bathing. dressing and tolleting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of training pregrams in these domains,
Further review of the client's habilitation records:
failed to review that the client's personal care
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| skills had been identified/assessed.

| The findings includes:

Continued From page 29

2. Review of Client #3's medical record revealed |
a dental consultation dated. June 6, 2007. The
consuttation indicated that the client had heavy
calculus deposits and poor oral hygiene.

Review of the IPP dated April 25, 2007 failed to
idenfified a toothbrushing program.
483.440(c)(6)(V]) INDIVIDUAL PROGRAM PLAN

The individual program plan must include
opporunitizs for elient choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation, staff intetview, and record
review, the facility failed to ensure that each client
was provided an opportunity for clients choice for
two of the four clients in the facility. (Clients #3
and #5)

1. The facility failed to ensure that Gllent #3 was
provided an opportunity to.participate in selecting
his clothing.

On QOctober 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Client #3's nightstand.
Interview with the direct care staff at 6:00 PM
indicated that the clothes were selected by the
staff for the cllent to wear on the next day.
Review of client's |IPP dated April 25, 2007
revealed an objective which stated, “Five days a
week, given hand over hand assistance, [the
client] will make a seleclion of what clothes to
wear daily in 80% of the trials presented for six
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from 8:00 AM to 1:30 PM were abserved and . L W
revealed the following: 1 M ome Monaged Wil | ecdan
. UL oversighr and AV N
a) Upon the surveyors arrived to the home at 8:00 P T ed Vo ‘)mmok, i3 .
AM Client #4 was observed at the kitchen table ps need } c
praparing to eat his breakfast. The client was ms‘sé\_aﬂ&— pajr\E/ N & .
served his breakfast and did not participate in the 1 . ) (
meal time preparation or service. Although the \n wmm PPO
client was independent in feeding himself, staff » ":. ! .
used hand over hand assistance {o encourage pt)f W ‘
him ta complete his meal. .
b) At appoximately 8:30, after completing his & OiEP witd NANW Q,QQ_, DWQ"' l '
breakfast, the client was taken to his bedroom O\D L,UW&S to| ensusrl Hhalt :
where he remained until lunchtime, The client 3 A
was periodically observed In his bedroom lying on \wWT%hWB U | t.w;()']
his bed without any withaut Y N aon of onaon
constructive/habilitative activities, Aot y 3 (4
) At tely 12:00 PM, the client pYed ob |
c) At approximately 12: , the client was Ol ey .
escorted in his wheelchalr to the living room and 15 ounfhrent “‘*:;\ '
positioned in front of the television. o A G%WV\C‘{) (,_ .
d) During Ilunch, at approximately 12:30 PM, f?\ PO vt ;).C,h\@l&nén v !
Client #4 was observed exhibiting face slapping ’ UP
bebaviors. The direct care stalf intervened by :
stating "Oh, no we won't have that". The client
ceased the behavior momentarily. The staff did
provide any further redirection/intervention.
According to the Client's current Behavior Support
Plan, reviewed on Qctober 3, 2007, required the
staff to ask the client to stop. If the client did not
stop, the staff was required to move the client's
hand down from hls face and continue with ;
proactive strategies. :
e) After lunch, at approximately 1:30 FM, direct : 1 '
care staff took the client on a van ride. - L : '
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2. Interview with staff on October 2, 2007
revealed that Client #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was observed
wearing an aduit protective under garments and
dependent on staff for toileting. Also on the
morning of October 2, 2007, the staff was
 observed assisting the client with his jacket, The ,
staff confirmed that the client needs assistance ?
with bathing, drassing and toileting. |

Review of the client's habilitation record on
October 4, 2007 revealed no documented
evidence of training programs in these domains. b
Further review of the cllent's habilitation records - g .
failed to review that the client's personal care :
skills had been identified/assessed.

3, Review of Client #4's IPP revealed that
recommended training programs were not
consistently Implemented as evidenced below. i

Review of the Client #4's IPP revealed i
objectives to enhance sensory awareness, to "
improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations i
did the staff direct encourage, the client to |
participate in any of the afarementioned program
objectives as evidenced below:

a) Three times per week, the client will ;
feel/manipulate items in his feel box for three ;
minutes with hand over hand assistance for six !
consecutive manths by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRF) on Qctober 4, 2007

FDRM GMS-2567(02-88) Pravious Versians Obsoleta Event ID:DWO411 Faclity [D: 00G418 | If continuation sheet Page 33 of 59
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revealed that there was no box available with
such items. Review of the data, however,
revealed that the program was being
implemented and that the client had acheived the
required objective, since April.

The facility QMRP cauld not explain how the
program was being implemented without the box.

b) [The client] will dance with staff for three
minutes two times per day 100% accuracy for six
maonths.

Although the data callection refect that this
program had been implemented in the past, there
was no evidence that the program had been
implemented during the survey period.
Additionally, the data collected did not measure
the progress of the objective. [Also See W252]

d) [The client] will ambulate ohe trip around the
interior of the home two times a day with
moderate physical assistance of ohe person at
100% accuracy for six months”,

Although the October 2007 data collection
refacted that this program was being
implemented one time a day, this program was
not ohserved during the survey period.

2. The facility failed to implement Client #3's
program objectives.

a) Interview with the QMIRP on Oclober 2, 2007 at
9:40 AM indicated the Cllent #3 was admiitted to
the facility on March 26, 2007.

During evening observation on October 2, 2007
from 3:45 through 6:55 PM, Client #3 was not
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engaged in any formal or informal active WZUg

treatment programs.

At 3:30 PM, the client arrived home from his day
program and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom, He was |
observed to fie in bed until 6:55 PM. The client ‘
was observed to need total assistance in
transferring from his wheelchair to and frorm bed.

At 6:55 PM, the client was propelled into the living :
foom and pasitioned in front of the television, ;
where he remained until he received his G-tub '
feeding at 8:00 PM, There was no observation P
that the staff presented the client with a choice of i
leisure time activities or engaged the client in any
other activty: - : | v )

b) Review of Cliant #3's IPP dated April 25, 2007
revealed an objective that the cllent will sit on the
edge of the bed for two minutes three times a day |
without assistance for three months.

There was no abservations of the client
participating In this activity. According to the data
sheets since June 2007 the direct care staff were
documenting only twice a day.

c) Review of Client #3's IPP dated April 25, 2007
revealed an objective that the client will tolerate !
stretching to his lower extremities dally for two :
minutes each stretch for six months. :

There was no observations of the client : ) b
participating In this activity. According to the data i
sheets since June 2007 the direct care staff were : \
not documenting the number of minutes. - . ; o

d) Review of client's IPP dated Apri| 25, 2007 | : ;
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revealed an objective which stated, "Five days a
week, given hand over hand assistance, (the
client} will make a selaction of what clothes to
wear daily in 80% of the trials presented for six
consecutive manths by April 2008."

On Octlober 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Client #3's nightstand.
Interview with the direct care staff at 6:00 PM
indicated that the clothes were selected by the:
staff for the-client to wear on the next day. There
was no evidence that the facility encourage the
client to participate in this task.

3. During the evening meal observation on
October 2, 2007, Client #1 ate her meal with
minimal to no assistance from staff. Upon the
completion of the meal, the staff who was
assisting the client with her meal, passed the dish
and eating utensils to another staff persan wha
was lacated in the kitchen. Review of the cllents
IPP objective on October 4, 2007, revealed that
the client had a goal to increase her activities of
daily living skills, To accomplish this goal, the
client was required ". . , after dinner meal, given
physical assistance, [Client Name] will remove
her plate to the kitchen an 100% of the trials
presented for six consecutive months." On
October 2, 2007, Client #1 was not afforded an
opportunity to participate in this IPP goal.
483.440(d)(2) PROGRAM IMPLEMENTATION

The facility must develop an active treatment
schedule that outlines the current active treafment
program and that is readily available for review by
relevant staff,

W 249

w250, Mf2 S0
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W 250 | Continued From page 36 250 gl oy
B e A . W WZ50: conhinweds o
This STANDARD is not met as evidenced by: :
Based on observation, staff inferview and recard
review, the facility failed to develop an active Wl be meX
. } Y \ m
treatment schedule that outlines current active \'\m S\and @d w{
treatment program when clients are home from as eu\demoec\ b(& 4

the day program for ane of the four clients in the
sample. (Client #4)

1
t

- P ww\ pm\ndo, additonad
rawing-0s needed, for .

The finding includes:

Upon the surveyors arrived to the home at 8:00 - Md\z&é&
AM, Client #4 was observed at the Kitchen table A Sm ;Q on oWt z
|| preparing to eat his breakfast. The client was Wg, \oméncﬂ o
served his breakfast and did not participate in the = e Cheduﬁﬂs
meal time preparation or setvice. Although the moxwe H%\’\mem S A
client was independentin feeding himself, staff Ly lementail
used hand over hand assistance to encourage oS M o p
him to complete his meal. O(' mm& 12007

At approximately 8:30, after completing his 3 o
breakfast, the client was taken to his bedroom d @YY\,EP VUI Ul mOC\ ch l’l?e

where he remained until lunchtime. The client WS 05 DBEA é
was periodically observed in his bedroom lying on

DN&DW\?

his bed without any without vo allow Slexidoi L1y,
constructive/habilitation activities. UNCE S
At imately 12:00 PM, the client ' m\oj Pn%\.h
approximately 12: » the client was i -
escorted in his wheelchair to the living room and M ’WO FWLDJ- ne

positioned in front of the television,

v 1 1 , 0
At 12:30 During Junch, at approximatealy 12:30 o @TYWP OJb“ &,&Uﬂﬁp .
PM, Client #4 was observed exhibiting face L
slapping behaviors. The direct care staff 05 “@MM Qm{‘ QJMW ﬂ;L{‘ )
intervened by stating "Oh, no we wan't have that",
The client ceased the behavior momentarily. The
staff did provide any further
redirection/intervention. According to the Client's

current Behavior Support Plan, reviewed on )
QOctober 3, 2007, required the staff to ask the !
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W 250/ Continued From page 37 W 250| - IO :
client to stop, if the client did not stap, the staff :
was required to move the client's hand down from
his face and continue with proactive strategies.
After lunch, at approximately 1:30 PM, direct care ;
staff took the client on a van ride. !
(nterview with the direct care staff and review of
the habilitation record revealed that the client had
no activity sehedule for that day, and no record of :
an alterative activity schedule. . X
W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION was2\WN2.52
Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms,

This STANDARD s not met as evidenced by: m W WU,QQ_MYN!&TM

Based on observation, staff interview and record
verification, the facility failed to eollected data that QM&Q/W,&(). b\ro
was reflective of actual client's performance for b _
two of the flve clients included in the facillty. P
(Clients #2, and #4) ' : i
|

i

!
|
b
-
:

i
|

The findings include: L i
. !

1. Observation at the group home on Qctober 2, #mwﬁ??m\“d@ QCW ”’ ‘ZD:O?,

2007, at approximately 7:20 PM, revealed staff [ . Qed,ed 1o |[ongqoing |

getting Client #2 out of her wheelchair and Q‘ MIAG 05 N qu (j :

repositioning the client on a couch located in the ensne o oka léa
foyer of the building, ;

ottuanke! and neHeds
On Qctober 3, 2007, Client #2's repositioning log |

was review and it was determined that the staff "H’W) &U‘MC&/\ wnd j(d,u,()«Q

failed to document that the client had been A
repasitioned on the previous day. The oversight PWGOVW\ Q”V\ e
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Continued From page 38

was brought to the attention of the Qualified
Mental Retardation Professional (QMRP) who
acknowledged the documentation error.

2. During lunch, at approximately 12:30 PM, |
Client #4 was observed exhibiting face slapping
behaviors. The direct care staff intervened by
stating "Oh, no we won't have that". The client
ceased the behavior momentarily, The staff did
provide any further redirection/intervention.
According ta the Client's current Behavior Suppert
Plan, reviswed on Qctober 3, 2007, required the -
staff to ask the client to stop. If the client did not
stop, the staff was required to move the client's
hand down from his face and continue with
proactive strategies. ) ' .
On October 3, 2007, Client #4's data collection
was review and it was determined that the staff
failed to document that the client had exhibited
face slapping on the previous day (10/2/07).

3. [Also see W195)

483,440(f)(2) PROGRAM MONITORING &
CHANGE

At least annually, the individual program plan
must be revised, as appropriate, repeating the
process set forth in paragraph (c) of this section.

This STANDARD is not met as evidenced by:
Based on review of clients Individual program
plans (IPPs), the interdisciplinary team (IDT)
failed to make revislons or to justify the repstition
of the objectivas from the previous year, for two
of the four clients included in the sample. (Clients
#1 and #4) -

W 252

W 260

W252, primad,

W250 |

1

#’P;Lso, MSJ%\\% res ponse. 4o

7
%
6",
e

10307
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assessments

meeting,

following;

b) The records failed to have current

¢) The client program was continued from the
previous year without justification,

2. During the entrance conference with the
Qualified Mental Retardation Professional
(QMRP} on October 2, 2007 at 9:40 PM revealed
that Client #4 was admitted into the facility on
March 1, 2007. Client #4's assessments, [PPs
and documentation were reviewed on October 3,
2007 The IPPs identified in the client individual
support plan (ISP) dated September 28, 2005
were continued from the previoys 1SP.

The written IPPs reflected that these program
criterions and objectives were not revised. There
was no documentation of interdisciplinary team
review to justify continuation of the objectives
during the March 2007 30 day admission

3. The facility failed to review and revise Client
#1's programs annually as evideneed by the

an naeed.

i
|
i
i
|
i

8 mﬁ Wil folls up
e Ofpy

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION %) .
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) CROSS-RER EREggE‘% I-{E?qg’?)E APPROPRIATE OATE :

. il i _—

W 260 | Continued Fram page 39 W 260 ; ! ;

The findings include: | W260 ; |

1. Client#1's assessments, IPPs and & Cwrrent T P b@i en

documentation were reviewed on October 3, ; “;S hO& | %\Z’A'

2007. The IPPs identified in the client individual e , *V. b indavt

support plan (ISP) dated September 28, 2006 & Qmep Al “__ dow. en an d

were continued from the previous ISP. Interview pmqre%%%,*-w‘:’df‘(" -

; e ' " ViesOdd v
with the QMRP and the Residential Director \nterdscphnary team ve :
acknowledged the following: & OmeP Wil rouan) al M 11007
; ; 12007 .
a) The client's ISP had expired; obxu/hNEjS W\.D()L@V Q;e\mq&

om]o(vq |

and

IPPs -

i
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The finding includes:

Review of Client #1's program records on
Octaber 3, 2007 revealed that her last Individual
Support Plan (ISP) meeting was held on August
1, 2006, Interview with the QMRP on the same
day revealed that the client's ISP meeting was to
held on Qctober 5, 2007 due to a decision made
the Judge. Review of Client #1's program
objectives and assessments revealed that thay
were all outdated and that the IPP programs and
objectives had not been revised.

W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minar) or legal guardian,

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure program which
incorporate restrictive techniques and use of
behavior modification were conducted only with
written informed consent of the client, or legal
guardian for one of the four clients in the the
sample. (Client #4)

There was no evidence of written informed
consent for the use of Client #4's Behavior )
Support Plan prior to the implementation of which
Included restrictive measures. [See W124]

W 322 | 483.480(=)(3) PHYSICIAN SERVICES

The facility must provide or obtain prevantive and
general medical care,

[
i
|
]

W 263 m@g

| T
0N I fimmed b‘w y
0 Gme? wilt oolain wridlen
IV\QOYW\ﬂ), coneent  for use
ok C,LI,G/VV"‘ #l’“a b?)ﬂaﬂwr
%uppor‘ﬂp\cm.
B fso, rmCdrrwb response HDWI2Y
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| follow-up to her incomplete study/pelvic

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failed to ensure general
and preventive care for two of the four clients In
the sample, (Clients #3)

The findings include:

1. Interview with the Qualified Mental Retardation
Professional (QMRP) on October 2, 2007 at 9:40
AM indicated that Client #3 was admilted to the
facility on March 26, 2007. Review of the client's
30 day meeting review revealed a Physical
Therapy assessment dated April 24, 2007. The
assessment recommended;

- knee brace to increase his extension range of
motion; and

- an evaluation at the spasticity ¢linic for Botox
injections to facilitate improving his knee
extension.

Interview with the QMRP on Octaber 3, 2007 at
approximately 12:30 PM, revealed that the an
appaintment had not been scheduled for the knee
brace or an evaluation at the spasticity clinic.

2. The facility failed to ensure welght loss was
reported to the Physician timely and monitored
by a dieticlan as evidenced below:

“Since March 2007, Client #1 has lost 13 pounds,
which is over 10% of her body weight, There was
no evidence that Client #1' intake is being

Closely monitored and recorded or that there was

oS eutG
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W 322 | Continued From page 42 w3z s :
sonogram, which took place on June 29. 2007.
Client #1 was a 60 year old female with diagnosis ‘
of cerebral palsy, seizure disorder, s
hyperchalesteremia, profound mental retardation, af .
Reynaud ‘' s disease, malignant melanoma with 4 RM W\\L U)Yd.u,d‘ C\ddlhmal
last toe of right leg amputated. Her diet arder o :
was low fat/cholesterol, chopped with added fiber, V\m_O‘ &Pr LPN &h}&% Oh
ground hot dogs and turkey bacon. According to moOWovin 70\‘ -
a nutriional assessment dated August 31, 2006, ‘I' i Wuq"\r ‘3““’\/’055
Client#1 had an ideal body weight (IBW) of 85 - 'HWN.Q-: L '
110 pounds. Review of the client ' s weight charts |
revealed the following: ' P-”-‘E—d A7a)
(All weights were racorded in pounds) nt concevns i\ 20.07
January 2006 - 1086, 3’ 9
Febrary 2006 - 106
March 2006 - 106 C!IEV\"— :
April 2006 - 106 K w Hie
May200 - 106 | has a geod Oppe !
June2006 - 107 i i
July 2008 - 110 and focdi contmues YO ;
August 2008- 105 be wmovakored |aXx eaci 4
'| September 2006 - 105 .l
Octaber 2008 - 107 weod, | : :
November 2006~ 105 n ;
December 2006 - 106 L ;
January 2007 - 106, | ‘
Febrary 2007 - 106 .
March 2007 - 108 ; '
Aprit 2007 - 97 :
May 2007 - 03 \
June2007 - 94 ‘
July 2007 - 93.3
August 2007- 53
| September 2007 - 92.7 -
| October 2007 - 92 ;
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Review of the above weight chart reveals that
Client #1 had a significant decrease in weight of 9 |
lbs in one month from March 2007, to April 2007, ;
Since that time there has been a continued :
gradual decrease in Client#1 ' weight. A total of [
13 Ibs was documented from March 2007 to
October 2007. '

Interview with the RN on October 18, 2007
revealed that the facility nurse is required to
obtain monthly weight and report § b increases or 1
decreases in weight to the Primary Care N
Physician and/or the Dietician. Ms Relera verified i
that the record Jacked evidence that the nurse
reported the April 7, 2007 9 Ib weight loss to the
medical of dietary staff, According to the record
and the RN, the PCP was not made aware of
Client#1* weight loss until May 2, 2007; (nearly _
one month later). Prior ta the weight loss, Client é
#1 complained of abdominal pain. On March 21, :
2007, she was evaluated by a gastroenteralogist .
to rule out a possible upper quadrant mass, A ) b ’
mass was not palpable on examination; however ’
the Gl specialist recommended an ultrasaund of
the abdomen, The sonogram was campleted on
April 2, 2007. The test was described as v
suboptimal, however was noted to be * grossly ; '
unremarkable. " She continued to be followed by * '
the Gl speclalist, and on June 11, 2007 the '

specialist recommended that a CT scan of the
abdomen be completed. The study was
completed on Jun 11, 2007. There was no '
evidence of obstruction noted; however the
radiologist recommended that a pelvic sanogram ’
be performed for further evaluation. The Pelvic
sanogram was completed on June 29, 2007, and ,
revealed " na significant findings. * Upon his . S '
notification of the weight loss on May 2, 2007, the
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PCP ordered a chest x-ray (posterior and lateral
views), The study was completed on May 7, 2007
and was found to be narmal.

Interview with the facility's Residential Director, on \N3272.
October 4, 2007 revealed that the facility had a
very reliable dietician [Dietician #1], who
discontinued her services with the provider. The

provider contracted with [Dietician #2] to provide | _ (! e Di’)‘h

nutritional oversight for the clients. Ms. Branch a NM’TP\"@MSIL MNH lﬂb‘/e [\-N-D') _
indicated that " we are finding out that Dietician | - o monitor W&qM Mool
#2was not providing the nutritional oversight as O d) w n,tc (/V) V!L'
we thought she was. “ The Residential Director g

stated that they are no longer using Dietician #2's Oﬂd /Df s  Neec dpwment;&)m
services and that Dietician #1 was the facility ' s . -

dietician. On October 19, 2007, the investigator o veffeck ntevvenhms

requeslted the contracts for both Dietician #1 and b

Dietician #2. The residential Director was sure okewn..

that there was a contract for Dietician #1 but was
not sure if there was a contract with Dietician #2,

Diefician #1 was in the facility on Octaber 2,
2007. In an interview on October 3, 2007, ,
Dietician #1 indicated that she had taken a year !
off and was not aware that the facility was without i
a reliable dietician in her absence. Dietician #1
reviewed the client ' s record and documented
quarterly reviews for the months missing in the
record.

Interview with the day program staff on Oclober 2,
2007, revealed that the client is a picky sater and _
that some days she eats better than others. The i
staff did not know if whether the days the client 1
did not eat well were due to the client not liking _ Ly
the food being served. The nurse at the day N
program on the same day revealed that she did :
look at the clients weights monthly, however did |
not see a need in monitoting the client * s [ntake : i
since she was within her ideal body weight range.
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Review of the physician ' s orders reflected that : ‘
the client * s weight should be weighed monthly, & Pa,wyyvme,ndahof\s I_Cov(' \n\a
Observations at the day program and the facility N e e ) A :
throughout the investigation revealed that Glient wofk. W t) be completedt  n
#1 ate 100% of the meals obsarved. o .\—‘mm manner oS
Although the nurses documented the client * s @rd@iEdA
weights monthly as ordered, the nurse : ; : el
discovering the weight loss on April 7, 2007 did end w2 e Epllow -t
not infarmed the nutritionist or the physician. The @ C“‘-"'”‘T ¥ “P e .
physician was not informed of the client * s weight \H&\H‘ w WA -\'W’. MMDUIA ( \-I 0-;7
concemns until May 2, 2007. There was no ;;\m& w wmonkh . | \\' P
evidencad that the facility employed a dietitlan to oMy A QOO
provide consistent nutritional oversight to Client . - oftdere ' iE’:
#1 from August 2006 ta October 1, 2007. . NWWW‘* ° . /(
- AT S phrenourbita
3. The facility failed to implement Diouy 2 :
recommendations made by Client #2's \Mg vbe Jakon Cb .
Neuralogist regarding obtaining monthly Dilantin 1 -
and Phenobarbital levels as evidencad by the b WS, !
following:. ' - :
' a Rn\themﬁwuz?D
Review of Client #2's neuralogy consultations -QD ne | rou.,ﬂ'\ e
revealed that she was seen on August 2, 2007. N LedS
The Neurologist recommended obtalning monthly \"U'.Dm ey o ‘
Dilantin and Phenobarbital levels, along with other QNS ‘-W\Cd' \NOS .
laboratory studles, The elient was ta return to his ' P as W 1,
office with &li lab results in two months, The WAL w

' September 18, 2007 - Dilantin

Primary Care Physician (PCP) concurred with the
Neurologists ' recommendation and ordered the
test on August 2, 2007. The test were completed
and resulted in the following:

7.37
Normal Value - 10 - 20
Phenobarbita| 17

- -

15 - 40

1
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October 1, 2007 -  Dilantin 16.2 .
Phenobarbital 20 L
Review of the laboratory reports revealed that the L
test (Phencbarhital and Dilantin) were completed N
over 30 day after the order.  interview with the nE '
facility * s nurse on Octaber 4, 2007 confirmed the Py
untimely labaratory studies, N
, ;:‘ \ I .
4. The facility failed to address Client #5's 8.5 2 Chient §5\ wergh vemans @07
pounds weight loss as evidenced below: Sovole. ;3;93{“9
According to a nutritional assessment dated " ' )
August 31, 20086, Client #5 had an ideal body a _Th\( Y’OHi Wd—’m list '
weight (IBW) of 93 = 122 pounds, Review of the nega\‘.\ ve, 101307,
client' s weight charts revealed the following: . a . of i
(All weight ded ds) < \0. 29477 aa-r;’dg:cgcug '
All welghts were recorded in pounds . :
January 2006 - 104, ododo wen P
Febrary 2006 - 104 completed.
March 2006 - 106 . E '
12006 - 108.5 ik s » N
SIZ; 200 - 1105 a Nubvihionist wilf conhnue
June2006 - 111.05 moniten weight and maky
July 2006 - 113 L 0S V\W&P
August 2006- 115 i ‘
. September 2006 - 116 M, L |
f October 2006 - 113 @ Mucinag ' .
November 2006 - 112 W'H'\r\t f’.\!-ﬁw@ wWill eongup ;
; December 2006 - 113 im. -~
{ P:T W\(W\{ e PW{S\QW)
January 2007 - 121, (s needed ,
Febrary 2007 - 120 ik
March 2007 - 120 o
April 2007 - 115 . |
May 2007 - {12
June20Q07 - 113 !
July 2007 . 113 . 3 ‘
August 2007- 111.5 I
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September 2007 - 111.9
October 2007 - 112

Review of the above weight chart reveals that
although Client #5 had an 8.5 Ibs decrease i
welght from March 2007, to August 2007; she
remains well within her ideal body weight The
record failed to show evidence that the client's
nutritional status had been consistently rnonitored
by a dietician quarterly as required.

As indicated abave, the facility ' s Residentia|
Director acknowledged that the there was a laps
in nutritional monitoring at the facility. A new
dielician has been hired at this time. The new
Dietician has reviewed all of the clients ' records
and has made an assessment of each client ' s
current nutritional status,

The lack of nutritional oversight was
acknowledged by the Residential Director,
however at the time of the survey/ investigation,
the provider had hired a new dietician who was at
the facility on October 2, 2007conducting
assessments and chart reviews of the clients in
the facility.

482.460(a)(3)(iii) PHYSICIAN SERVICES

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.

This STANDARD is not met as evidenced by:
Based on observations, staff interview and record
verification, the facility failed to provide routine
laboratory testing as determined necessary by the

W 322

W 325

as eoichenced By

The Slandard Will be met

[016:07 :

ongoing ;
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physician for one of the five clients included in the
sample. (Client #2)

The finding includes: ? }
Review of Client #2's Neuralogy consultations on I ( _
October 3, 2007 at approximately 12:50 PM LR&C&’KM\% respavise to

revealed that she was seen on August 2, 2007. :
The Neurologist recommended obtaining rmonthly W 322';
Dilantin and Phenobarbital levels, Complete e D
Metabolic panels, and Complete blood count with a Rounwe. %u‘eenmca vt b-e

differentials twice per year, The client was to 5 oOF
return to his office with all lab results in two mw as

manths. A physician order reflecting the N ool Wi ke
recommendations was nated in the record. 4 Do Wm Gle '
Review of the laboratory reparts revealed that the maml’wm on nie : ’
aforementioned labs ber completed July 8, 2007, ik

however the record lacked evidence that a :
Phenobarbital and Dilantin level was obtained in _ :
August 2007, Interview with the facility * s nurse .
on October 4, 2007 revealed that blood levels
should have been drawn in August as ordered. It : i
should be noted that the Phenobarbital and Eoe
Dilantin levels were obtained in September 18, ar
2007, and reflected that the Dilantin level was [
7.37 (Normal Value 10 - 20) and the i
Phenobarbital level was 17 (narmal value 15-40) {
The levels were drawn again in October 1, 2007. :
The Dilantin level was 16.2 and the Phenobarbital
lavel was 20. '

It was noted that the PCP evaluated Client #2 on
September 22, 2007. There were no new orders . : .
given at that time regarding the low Dilantin level, e [
W 331 | 483.460(c) NURSING SERVICES W 331 L

The facllity must provide clients with nursing
services In accordance with-their needs.
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observed feeding the client his pleasure feeding
of cranberry juice. Interview with the LPN
indicated that the client had been doing well with
his pleasure feeding.

Review of Cllent #3's current physician order
required the client to receive pleasure feedings 15
minutes after each schedule G-Tub feeding
(11:00 AM, 4:00 PM and 8:00 PM). Further
interview with the Registered Nurse on October 3,
2007 at approximately 2:00 PM revealed that the
client should wait the required 15 minutes to

ensure that his stomach was "not overloaded with
liquids.®

2. The facility's nurse failed to schedule medical
consultation appointments for Client #3, timely,

a. Interview with the Qualified Mental Retardation
Professlonal (QMRP) on October 2, 2007 af 9:40
AM, revealed that Client #3 was admitted to the

f.":f‘ah&arda
a Pelreunce reEpvse Yo

I 4515 EDSON PLACE, NE
Dl WASHINGTON,|DC 20018 ;
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CGM;LsTIQN
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSb-Rj‘EF ERESESEIE?‘I;;!)E APPROPRIATE ATE |
z |
W 331 Cantinued From page 49 W 331 :W 33\:}i
This STANDARD is not met as evidenced by: :
Based on staff interview and record review the
facility failed to ensure nursing services in
accordance with the needs of three of four clients
in the sample, (Clients #2, #3 and #4)
The findings include; :
i ) , , & RN Wi W pm\lldé. addhonal
1. The facility's LPN failed to follow Client #3's ="} e on
physician order that required the nurse to give ~\—m\m s V\ef ‘
pleasure feeding 15 minutes after regular p\easwe Qeédlh% (6%
| scheduled feeding. oy !
. ordered,
On Qctaber 3, 2007 at 10:35 AM, the Licensed o
Practical Nurse (LPN) was observed feeding . ) a RN W‘}u Londug vandom) \O» \-8-07
Client #3 through his G-tube. The G-tube feeding observations Yo ersure ongor
ended at 11:05 AM. At 11:08 AM, the LPN was ; A Huo ,
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W 3

| Client #2 was observed recéiving Dilantin 150 myg

6:35 PM. Review of the client' s neuralogy

Continued From page 50

facility on March 26, 2007. October 2 - 5, 2007
the client was observed in a wheelchair. Review |
of client's clinical record revealed a Physical
Therapy assessment dated April 24, 2007. The
assessment recommended that the client be
fitted for a knee brace.

b. Interview with the Qualified Mental
Retardation Professional (QMRP) on October 2,
2007 at 9:40 AM, revealed that Cllent #3 was
admitted to the facility on March 26, 2007.
Observations during the survey from Octaber 2 -
5, 2007, the client was observed in a wheelchair
with tight limbs. Review of client's clinical record
revealed a Physical Therapy assessment dated
April 24, 2007. The assessment recommended
that the client receive an evaluation at a spasticity
clinic,

3. The fadillty's nurse falled to obtain PSA lab
results for Client #4.

Review of Client #4's medical record revealed a
physician arder for the client to recelve a PSA
level. According ta the Jab profiles the test was
administered on July 12, 2007. At the time of
survey, however, there were no PSA resuits,
available,

4. The facility's nurse failed to obtaln Dilantin and
Phenobarbital levels as ordered by the physicien
as evidenced by the following:

and Phenobarbital 90 mg on October 2, 2007, at

consultations revealed that she was seen on
August 2, 2007. The Neurologist recommended
obtaining monthly Dilantin and Phenobarbital

W 331

VE '

a !

2 PSh level was ¢
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levels, complete metabolic panels, and complate
blood count with differentials twice per year. The
client was to return to his office with all lab results
in twa months, A physician order reflecting the
recommendations was noted in the record.
Review of the {aboratory reports failed.to i
evidence that a Phenobarbital and Dilantin level i
was obtalped in August 2007, however ahe was !
obtained September 2007. Interview with the
facllity ' s nurse on October 4, 2007 revealed that
blaad levels should have been drawn in August
as ordered.

§. The facility failed to obtain & swallowing study
for Client #4.

Observations during the meals throughout the
survey from October 2 - §, 2007 revealed that
Client #4 was setved a pureed diet.

e b o V140
| Review of the Client #4's medical récord revealed Nw&‘f”’ e’nhy was an ¥ 7
a physician order dated June 18, 2007, for a ecrot’” (wrote: 126077 ongowy
swallow study. Further review of the records olzad of 926071, .
revealed that the study had been scheduled for \n o '
Decernber 18, 2007, 6 manths after the order. '

6. Observations on October 2, 2007 at @ Q"{WWZ Lpervap +o
approximately 7:30 PM, Client #4 was observed W 3237_ :

wearing adult protective undergarments. 3
Interview with the direct care staff indicated that
the client wears diapers. Review of the client's b )
nursing notes on October 4, 2007 at E e

approximately 11:00 AM revealed that the client P : .
had a urology consuit on July 26, 2007 and
shauld return in one year. However, there was no
medical consultation sheet to confirm that the
appointment had been completed. !

7. The facility's nurse failed to ensure that Client

i : T
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#2's health status was reviewed by the
Registered Nurse on a quarterly or more frequent
basis. [See W336]
W 336 | 483.460(c)(3)(1ll) NURSING SERVICES w33s] \N 330
Nursing services mustinclude, for those clients .
certified as not needing a medical care plan, a :
review of their health status which must be on a “
quarterly or mora frequent basis depending on !
client need. '
This STANDARD is not met as evidenced by: Thad 3{'0""&0)\& witl be ek vy :
Based on interview and record review, the facility QNWD(E& “'0\6 : ‘
failed to ensure that a health status was reviewed ' :
by the nursing staff on a quarterly or more . !
frequent basis far one of the four clients in the ;
sample. (Clients #2 ) i
The finding includes: 4 Firet W\LLL;Q@S‘“M*_ \013.07
1o : - how been: Lo ' ongpin
Review of Client #2's medical record revealed _ nepr Cﬂ
that her annual hursing assessment was ® BN Wi L\ Qpnduu.d' ;a q)um' [t
completed on June 16, 2007. Further review of SN &r\'f' Lo
the medical record revealed that the first quarter o Vv alependin ) on
assessment had not been completed. Interview Q‘M‘ij*‘“"‘ J )/ Pp/ cirent
with the Registered Nurse confirmed that the IS nea); The
quaterly assessment had not been completed.
W 343 | 483.460(d)(1) NURSING STAFF w 343| W 24>

| Nurses providing services in the facility must have
a current license to praciice in the State.

This STANDARD is not met as evidenced by; T hip :' EP W\U(). N W
Based on staff Interview and record review the oA W‘/W hn |
facility falled to ensure that all nurses providing f
services In the facllity had a current license to
practice in the District of Columbia.
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This STANDARD is not met as evidenced by:
Based on observations, the facility failed to
maintain'water temperatures not to exceed 110
degrees Fahrenheit

The finding includes:

On Qctober 4, 2007 at 1:00 AM, the hot water
temperature felt hot to the tauch, Readings from
the surveyor's thermometer was 120 degrees
Fahrenhelt in the kitchen and both bathrooms.
The Facilities Coordinator was informed at
approximately 1:10 AM, wha infarmed the
maintenance staff and instructed him to lower the
water temperature,

On ‘October 5, 2007 at 1:00 PM, the hot water

g
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W 343 Continued From page 53 W343) \\ 213, , conhraasd i
The finding includes: & Vumon Rasource Bopourtis .gm‘t\‘or
will ety cuvreal license>
Review of personnel records on Qctober 4, 2007 bl . .' At Cmenk
: at 8:15 AM failed to provide evidence of the Qoeou ree. Depoy THnen
g credentials for the two niurses. The facility failed @ Huwman ;_‘ e Yo track and 104607 |
? to provide evidence of a current license for all of will continu ol ATz 5§ send ongoing;
b ., . . N N n“—orl PIV‘L .
: the nurses to practice in the District of Columbia W den hﬁed &l
] in accordance with the Health Occupation notces 4'? piyivioey
Revision Act (HORA) Titie 3 Chapter 12 Section proir Yo gLpt
i 3-1205.13 ("Each licensee shall display the Iy
license conspicuously in any and all places of C
business or employment of the licensee,") b
W 426 | 483.470(d)(3) CLIENT BATHROOMS wazs| \WW2p | .
| The facility must, in areas of the facility where —n'\,bs S%anda"d will lae met s
clients who have not been trained ta regulate 2 dem
water temperature are exposed to hot water, hock 4
ensure that the temperature of the water does not P avaff aw, N@M"fg{:’ ¢ ko ‘O\Q’ o7
exceed 110 degrees Fahrenheit. ot waler W\Ps , upon arrw;a ongotv\?

"ORM EMS5-2647(02-89) Frevious Vamsians Obsolele

Event ID:DW0Q411

Fatdlity [D; 09G11%9

If continugtion sheat Page 54 of 55-




NOU-3-2087 83:95 FROM: | JD:EuRA4E3430 woit?
CPIMNTEN 17222007
DEPARTIICKT OF HimbLio0ic HURKWN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES : OMB NO 0938-0391"
STATEMENT OF GEMICIENGILS Nt FROVIDER SURFLIZRICLA 1A2) MULTIPLE LONSTRUCTION 1%4) LATE SURVEY
ANM PLAN OF CORRECTION IDENTIFICATION NUMBER S COMPLETED
A BUILDING :
—
09G119 B. WING ~ 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CUDE
1ol 4515 EDSON PLACE, NE
WASHINGTON, DG 20019
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION | x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THEIAPPROPRIATE DATE
L DEFICIENCY)
W 426 | Gontinued From page 54 W 426 i
temperature had been adjusted not to exceed C b
110 degrees Fahrenheit. Bt
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436| W Llﬁb .
The facility must furnish, maintain in good repair, . N L i be. met as
and teach clients to use and to make informed Th’*b &M”‘g& ,\D‘“ ~
choices about the use of dentures, eyeglasses, @)[deﬁce& ! }j ‘
hearing and other communications aids, braces, L
and other devices idenlified by the :
interdisciplinary team as needed by the client. : :
This STANDARD is not met as evidenced by:
Based on observation, interview and record S
-| vedfication, the facility failed to ensdre that xr Upn e ensu,
adaptive equipment identified as needed by the 1 @mu&P W u PD“DLO\ ‘TLP
interdisciplinary team were furhished and Yk regommend e |
provided for one of the four clients included in the e |
sample, (Client#3) ; !

The finding Includes:

The facility failed to furnish the recommended
adaptive equiprment for Client #3. .

Inferview with the Qualified Mental Retardation
Professional (QMRP) on October 2, 2007 at 9:40

& 0P Qo?;;r&mw‘ﬂcw with

AM indicated that Client #3 was admitted fo the 21,07
facility on March 26, 2007. Review of the client's Lo : il addvess
30 day meeting review revealed a Physical e M‘Cﬂl statq will it DV\QOMﬂ
Therapy assessment dated April 24, 2007, The he vietomme o Cor Boh"f ﬂ
assessment recommended: iy \ U‘In;is Yo e MHI&
- knee brace to increase his extension range of \oen\('“ﬁ and Pokmh& visks
motion; and releckad) ]esm Yreakmenm .
- an evaluation at the sﬁasﬁctty clinic for Batox Domv}\t;'i\}b-hm Credoted for-|.
injections to facilitate impraving his knee 8 ockimne Thwken Yo oddvess
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Prain o7 -




NOV-S-2087  B9: vs FROM: TO: 2024429438 P.11

: PRINTER" 10022/2007
CEPAR ITMENT O HEALTH AND HURMAN SERVICLS : : FORM AFPROYED
CENTERS FOR MEDI|CARE & MEDICAID SERVICES e OMB_NO‘ 0938-0391
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09G119 8. e 10/06/2007
NAME OF FROVIDER OR SUPPLIER STREET ADPRESS,:C TY STATE. ZIP CODE
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' SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION *5)
éﬁ;)g& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GCORRECTIVE ACT|ON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIQN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE :
, DEFICIENCY)
. L i
W 436 | Continued From page 55 W 436 WU 3o | tonhnugdk
extension. ‘[ : '
will be cﬂ\‘ﬂh Yor vevowd
Interview with the QMRP on October 3, 2007 at e
approximately 12:30 PM, revealed that the an
appointment had not been scheduled for the knee ,
brace or an evaluatian at the spasticity clinic. -;
W 441 | 483.470(i)(1) EVACUATION DRILLS W 441
. S"D- AO.VA U\)lu {Oﬂ h’)d'
The facility must hold evacuatian drills under Thws ) b
varled conditions. oS &)\dﬂﬂcf }j
] ) . '1 AN .
This STANDARD is not met as evidenced by: Managers s ensit
Based on staff interview and record verification, 4 $£&+Wagw (‘ﬂ- \ea&Jr oné N \3;0'{
the facility falled to hold evacuation drilis under N q.,\w@r every .
varied conditions. . - - A OY‘ el “g\ou\g
w\on-\*l\ i st chedic
The finding includes: g Home Mmmgexd:\:‘a \ oo de
On October 3, 2007, at 7:55 AM a review of fire Ol Follow -up 44
drill records revealed that fire drills had not been additiov
[ held during the hours of 2 AM through § AM. n@,e;\fﬂ
Observations throughout the survey revealed that o W u\ ensuing
there are eight non-mobile clients that reside in a HN% X W““% @ dondudzd
the facility who are completely dependent upon CE\Y‘\\S e 5 S, ak
the staff. In an interview with the House Manager Wu}e‘l VClTlEd eondA non ¢ .
on the' same day, she revealed that there are two Aiflevent fimes, Qm& p\ace./ :
direct care staff and one nurse on duty during the and eg_ape_ youwles

night. Further interview the House Manager i
acknowledged that there had not been a drill ]
during the aforementioned hours to evaluats how I
the three staff at night would safely evacuate the ' i 3 ;
eight non-mabille clients in the fadility. 3 : 1‘
W 455 | 483.470(1)(1) INFECTION CONTROL w 455! \WJ HSS i
There must be an active program for the .
prevention, contral, and investigation of infection
ahd communicable diseases.
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X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
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10
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TAG
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_ DN SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(EACH CORRECTIVE ACTI

i . DERICIENCY]

COMPLETION
OATE

W 455

W 461

‘menu indicated that pork chops was on the menu

‘A qualified dietitian must be employed either

Continued From page 56

This STANDARD is not met as evidenced by:
Based an observation, interview and record
review, the facility falled to implament infectious
control precedures to prevent communicable
infectious diseases.

The findings include:

1. The facility failed to properly defrost meats In
preparation for dinner.

On Qctober 2, 2007 from 1:00 PM until 4:00 PM,
a package of raw pork chops was observad
sitting on the counter top. The package of pork
chops was warm to touch. Review of the dinner

for dinner.

2, The facllity failed to ensure that direct care
staff washed her hands prior to feeding Client #4
his lunch.

On October 2, 2007 at 12:30 PM, Staff #1was
observed having difficulty in getting Client #4 to
complete his lunch. At 12:50 PM, Staff #2 come
into the facility from off the van and stated, "I will
get [the client] to eat his lunch,” Staff #2 was
observed feeding the client his lunch to
completion. Staff #2 was not observed to wash
her hands prior to feeding the client.

The facllity staff failed to ensure that the policy
and pracedures were implemented as it relates to
infection control méasures during meals,
483.480(a)(2) FOOD AND NUTRITION
SERVICES

W 455

W 461

| Wt

us*s‘

i
l
T mmr |}]Iﬂ.& unU.

1

a&mﬂp[mw\ﬂfi

wrrawumm

Nmthémal

i
i
!

'FORM GMS-2567(02-69) Pravious Verslons Obsalete

Evant ID: DWQ411

Facllty 0:08G110 . |. I

f continuation sheat Page 57 of 59




NOY-9-2ea7  ¥3:dr

FROM:

2514k VAT T IUW [YVIV.R

DEPARTMENT OF HFEAILTH aND HUMAN SERMICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: 2824423430

FRINTED-

P.

WYV A

13

1072242007

FURL APPIROVED
OMB NO. 0938'03911

STATEMENT OF DEFICIENCIES
ANE PLAN OF CORKECTION

(X1) PROVIDER/SUPPLIER/CLIA
iIDENTIFICATION NUIBER

XN MULTIPLE COMSTRUAT

H:h.‘. r

tA3) DATE BURNVEY
COMPLETED

| 1. Client #1's record was reviewed on October 3,

2007. The client had a nutritianal assessment on
August 31, 2006. Review of the clients waight .
records revealed that she had lost 9 pounds (Ibs)
from March to April 2007, and continued to
gradually lose weaight. Tha last record weight was
in October 2007 and the client weight 92 Ibs. It
was noted, however that she remained within her
ideal body weight of 85 - 110 Ibs, Further review
of the record failed to show evidence that the
client's nutritional status had not been monitored
by a dietician quarterly ( 1st quarter September
2008, October 2008, and Nevember 2006, and
2nd quarter December 2006, January2007, and
February 2007)as required. [See Also W322]

2. According to a nutritional assessment dated
August 31, 2008, Client #5 had an Ideal body
weight (IBW) of 93 - 122 pounds. Review of the

| client' s weight charts revealed that although

Client #5 had an 8.5 Ibs decrease in weight from
Mdreh 2007, to August 2007; she remains well
within her ideal body weight. Further review of
the record lacked evidence that the client's
nutrifional status had been monitored by a
dieticlan quarterly ( ‘1st quarter September 2006,

A, BUILDING
| 09G119 B, WING — 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIF CODE
1D 45156 EDSON PLACE, NE
WASHINGTON, DG 20019 .
X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CQRRECTIVE ACT)ON SHOULD BE COMPLETIY
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENCED TO THE APPROPRIATE OATE
.| DEFICIENCY)
W 461 Continued From page 57 W 481 \N Hpl I L
full-time, parttime, or on a consultant basis at the l .
facility's discretion. : ;
This STANDARD is not met as evidanced by: D )
Based on interview and record review, the facility wujw,u,&k \/W\ /
failed ta have evidence that it employed a e
qualified dietician to meet the client's needs for .
two of the five cleints in the sample. (Client's #1
and #5) |
The finding includes: |
1041807

ﬁ i .
@ response o W3ILZ

. ;%JB'W“ o w3z2

i
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NAME OF PROVIDER DR SUPFLIER

W 461 Continued From page 58 W 461 Ty .

October 2006, and November 2008, and 3rd n
quarter March 2007, April 2007, and May 2007)as
required. a ‘
The nutritienist was in the facility on October 2, ok : i

2007 In an interview conducted on October 3, . i A T5) '
2007, she indicated that she had taken a year off | Re,@,renoé« N‘E’P‘m&]’ \Q:18:07!
and was not aware that the facility was without a wWazz, Wa3l, W3Z5. ongol ha !
reliable diefician in her absence. She indicated ' j :
that the provider had re-hired her and that she "
had completed nutritional assessment on all of [
the c¢lients on October 2, 2007. Review of the :
records verifiad that the nutritionist completed all
necessary assessments which were dated
October 2, 2007,

Interview with the facility's Administrator on ' Y '
October 4, 2007 revealed that the facility current
dietician who was re-hire was "very reliable.”
However, due to her subbatical, the provider
contracted with another dieticlan, who was not

providing the nutritional oversight as required in L .
his/her contracted, |

TORM CiviS-2567(02-00) Previous Verslons Obsolata Evemt 1D:DWOA11 Facllty 1D: pe119
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10/05/2007

£000] INITIAL COMMENTS 1 000

On October 2, 2007, a recertification survay in
conjunction with a complaint investigation was !
conduct through Octaber 5, 2007, utilizing the full i
survey process. A random sample of four was
selected from a residential population of two mate
and six females clients with a diagnosis of
profound mental retardation.

The findings of the survey and investigation were o ) ;
based on observation at the group home and P

three day programs, interviews with group home o

staff, day placement staff, the nutritionist, the .
administrator, the Qualified Mental retardation H
Professional, review of medical and L
administrative records inciuding the unysual ;
incident reports,

On September 28, 2007, the State Agency
received an e-mall from the court monitor's office
that described client's care and treatment
concerns. The compliant alleged that there were
persistent pattem of problems as detailed below:

1. “Upon the individuals' return home from their .
day program, water/fluids were not given or !
offered a second time to Individuals wha initially .
resisted/refused the water/fluids. In addition, .
individuals were not toileted or changed upon .
their returmn home." :

2. "Throughout the observation period, one of the
four staff members on duty spent the majority of
the time preparing dinner while the other three

staff members sporadically interacted with the ‘ C
individuals." :

3. “Class members' logs of community outings ™ 1 ' o
revealed that they had participated in only two . P : ,
outings during the periad of September 1 - 19, = ' :

Health Regulation Adminfstration g
[ - - : . TITLE . [XH) DATE

I "RATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE , Q;W{D . lllq’07 ‘
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(X4) ID " BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION 5 .
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. ; NC :

1000 Continued From page 1 1000 Bk !
2007 - park and church. There was no evidence | o ' ;
that any community outings eccurred in August '
2007." ‘

4. "As noted in the prior reviews, direct care staff
members, as well as the nurse on duty at the - :
time of the review, lacked basic knowledge of the A -
class members' current health care problems and b
neads.” :

5. "As noted in the prier reviews, class members' ;
positioning lags indicated that they spend the b ,
majority of thelr day sitting In their wheelchairs." P !

6. "On August 24, 2007, when Resident #2 L
returnedfrom her day program, she was “found" - i
with a laceration on the right side of her forehead. L
Resident #2 was taken to the emergency room, _ s
treated, and released with staple(s) in her . S ;
forehead, which were to be removed In seven '
days. This serious reportable incident was not
reported o the court monitor's office.”

7. "There was no evidence that Residen #2's VL ’
neurologist's 8/2/07 recommendation ta obtain I .
| monthly Dilantin and Phenobarbital levels for iy ' g
Resident#2 was implemented.”

8. "Since March 2007, Resident #1 has lost 13 .
pounds, which is over 10% of her body weight. il :
There was no evidence that Ms. Resident#1's ' e :
intake is being clasely monitored and recorded or i '
that there was follow-up to her incomplete :

study/pelvic sonogram, which teok place on June
29. 2007." :

9. 'There was nho evidence that Resident#1's P .
dietician had éondacted a review and i ’
assessment of the changes in Residen #1's P ’
nutrition status and her weight loss. The most ay !

b ‘
t
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abnomalitias "

accurate."

Habifitation Plan,

1000 Continued From page 2

recent nutrition assessment filed in Resident#1's
record was dated 8/13/06, and it was na longer a
current or accurate portrayal of the elient's
nutrition/weight status."

10. "In addition, although Resident #1's
physician, registered nurse, and agency Director
of Nursing were natified of Residen t#1's
abnormal blood-glucose levels of 39 (obtained on
8/21/07) and 54 (obtained on 8/27107) , each of
which represented a marked changed from her
blood-glucose level of 98 in April 2007, there was
no evidence any follow-up to these ’

11. "Since March 2007, Resident #5 has also ._
sustained an unexplained weight loss of 8.5
pounds. As noted in the prior review, nelther
Resident#5's nurses' hor her QMRF's reports
addressed the client's weight loss.”

12. "The numerous copies of the c¢lass members'
Health Risk Management Plans, which were filad
across the class members' Medical, ISP, and
Program records, were not complete, eurtent, or

1047 3502.5 MEAL SERVICE / DINING AREAS

Each GHMRP shall be responsible for ensuring
that meals, which are served away lrom the
GHMRP, zre suited to the dietary n
residents as indicated in the Individual

eds of

This Statute is not met as evidenced by:

Based on observation, staff interview and record
verification, the facllity failed to ensure that meals
served away from the GHMRP suited the

1000

1047 loy7

3502

0s eu;denoedl oy;

“Thuo S\-ad—ul-&, will ke met j

Reference, response. 1O
Wizo. Rederal Deficency)

Health Regulation Administrafion
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1047 | Continued From page 3 .. 1047

residents dietary needs for one of the four ;
residents in the facility. (Resident #1) i

The finding includes:

On October 2, 2007 at 7:20 AM, Resident #1 was
observed using an angled spoon during her
breakfast. On October 2, 2007 at the day
program, the client was observed eating her §
lunch. The client had an adaptive plate and built ;
up handled spoan. At the dinner meal on the
same day the resident utilized an angled spoon
for eating. Record reveiw revealed that the
resident was prescribed an angled spoon during -
meals. The day program observation was : Ak

_brought to the attention of the Qualified Mental s -
Retardation Professional (QMRP), who was not .

aware that the day program was not using the
recommended adaptive feeding equipment at her
day program.

1056 3502 14 MEAL SERVICE / DINING AREAS I 056 1056

l.
Each GHMRP shall train staff in the storage, 2502, ‘('-{.
preparation and serving of food, the cleaning and P
care of equipment, and food preparation in order ‘ e |
to maintain sanitary conditions at all times. L

o :
b Steiute will be met-
This Statute is not met as evidenced by: % St '

Based on obsarvation, interview and recard as eodersy
review, the GHMRP ty failed to ensure that each 1
GHMRP staff was trained in the storage, ,
preparation and serving of food, the cleaning and o
care of equipment, and food preparation In order o
to maintain sanitary conditions at all times. .

=
<

The finding includes: i ) . . .

, The facility failed to properly defrost meats in ' E :
lealth Regulation Adminjstration : _
TATE FORM asoo
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1056 | Continued From page 4 1056
preparation for dinner.
o . 2007 from 1:00 PM until 4:00 PM, revnw O d i
On Octaber 2, 200 0 FPM ™M an A

a package of raw pork chops was observed :
sitting on the counter top. The package of pork hion ex
chops was warm to touch. Review of the dinner e

meny indicated that pork chops was on the menu

for dinner. - L 1 honat ‘
_ nf.eda—d in A Monagement '

<

i
1 061| 3502.19 MEAL SERVICE / DINING AREAS 1061 . | 1061 | '
Each GHMRP shall have effecti dures f 02, \q wild | vk '
ac shall have efiective procedures far
cleaning all equipment and work areas used in _“W) %‘u—m Wl oa ‘
the preparation and serving of foods. wc\,um 'Dl)3 ,
: ’ ' oessor had uurl—
This Statute is not mef as evidenced by: : M F(:t:d '? i J& ok ‘0‘(0'67
The finding includes: een Funsed O@W‘ Ro o (i
g ong 0]
knbz§mubAmHNd\mmde
On October 2, 2007, the food processor was when obsex vodun
sitting on the kitchen counter top with water drops C)W’-’“@) k:{ed .
it. . :
oni : o Rowe Monooer w bl,( WJWA)
Cleanint) equepment proceditres
1 108| 3504.15 HOUSEKEEPING 108 and  wdnivor \,\,m—\c, avecd :
Each GHMRP shall assure that each resident has Wik -W\LS s%nndt:}rﬂr '

at least seven (7) changes of clothing appropriate
ta his or her daily activities.

This Statute is not met as evidenced by: 2@‘-?)\2/(\/“3_ NM?P‘MR. ‘*‘D \0~3\.0:‘(

Based on observation and staff interview, the

GHMRP failed to have apporapriately fitting W % 7 CCAM&L MWW) Oh‘BOlﬂ'U‘

ZS04 1S

| clothes for one of the four residents in the

sample. (Resident#1) W‘

i

o The finding includes: C . : _ :
On October 2, 2007 Resident #1 shirt appeared

ealth Regulation Administration A N
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1056 Continued From page 4 1058 !
preparation for dinner.
" Ad duscuss
On October 2, 2007 from 1:00 PM until 4:00 PM, QNP will; revaw & o ond
a package of raw pork chops was observed propex” P"q’th o iom S
sitling on the counter top. The package of pork Sant }cthtﬁY\ QJ‘L\O‘—’— — :‘ (
chops was warm to touch. Review of the dinner : e maﬂC"aU Lot
menu Indicated that pork chops was on the menu gm@/ qum& Aimad. e
for dinner. ' L Nu&{(hgym
G e > N et
1061} 3502,19 MEAL SERVICE / DINING AREAS 1061 . | 106G\ ; , ! '
Each GHMRP shall have effecti dures f 3502‘\? %ﬁ:n ol | gk
ac shall have effective procedures for . i _ o
cleaning all equipment and wark areas used in Thp 3‘1’-' - ¥)|,Q,

the preparation and serving of foods. Q,,);,W\L.m Mﬂ (o .

Eﬂ Food !\)i’ﬂl‘ﬁ&&bv‘ | h&d J U.B“" !0'(0'61

This Statute is not met as evidenced by: , .
The finding includes: been r:\\;\\(f-b\ﬁ,&f N\S\ WO‘C\kM mgw,\a]
Y W MW WD
On Qctober 2, 2Q07, the food processor was b\ \)l b » when obseruahvﬂ '
sitting on the kitchen counter top with water drops %G\MDJNM Convptekﬁ .
on it ' B Howe or wilk ey
C\eam\qo) e,cbu...\csmeni‘ Pmcedums ‘
1108 3504.15 HOUSEKEEPING 1108 amd Wian iYo r oV area§ :
; .Hner ens c,Dmphamu>
Each GHMRP shall assure that each resident has Yo Q&\:\—W\S Sb.ndcijrzr
at least seven (7) changes of clothing appropriate Wik - ] k '

to his or her daily activities. Iy
Y zs04, isl ;

This Statute is nof met as evidenced by: W\Pﬁm_ 100vie. 4+ \0:3\:07

Based on observation and staff interview, the

GHMRP failed to have apporapriately fitting W \37 CCD\M(L,Q. W ongong|

clothes for ane of the four residents in the

sample. (Resident #1) w' :

" ' The finding includes: . - i |

On October 2, 2007 Resident #1 shirt appeared

Health Regulation Administration .
STATE FORM - . - #so0 DWO41 4 Ly ' if continuation shast 5 of 30
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1134

Continued From page 5

too big as the arms of the shirt hung over her
hands. Interview with the staff acknowledged that
the resident's clothes were two large and
indicated that she had recent weight loss.
Interview with the Quallfied Mental Retardation
Professional (QMRP) also acknowledged that the
resident has loss weight and that the day
program had been cancerned with her clothes
being too big.

3505.9 FIRE SAFETY

Each GHMRP shall conduct simulated fire grills in
order to test the effectiveness of the plan at least
four (4) times a year for each shift.

This Statute is not met as evidenced by:
Based on interview and record review the
GHMRP falled to ensure that each shift
conducted a fire drill four times a year.

The finding includes:

On October 3, 2007, at 7:65 AM a review of fire
dri{l records revealed that fire drills had not been
held during the hours of 2:00 AM through 5:00
AM. Observations throughout the survey
revealed that there are eight non-mobile
residents that reside In the facllity who are
completely dependent upon the staf. Inan
interview with the House Manager on the same
day, she revealed that there are two direct care
staff and one nurse on duty durlng the night.
Further interview the House Manager
acknowledged that there had not been a drill
during the aforementioned hours to evaluate how -
the three staff at night would safely evacuate the
eight non-mobile residents in the facility.

1108

1135
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1’2061 Continued From page 6 { 206 :
1208| 3509.6 PERSONNEL POLICIES | 206 12006
Each employée, prior to employment and o509.0 |
annually thereafter, shall provide a physician ' s i
certification that a health inventory has been ;
performed and that the employee ' s health status !
would allow him or her ta perform the required
dutias,
This Statute is not met as evidenced by: TWA DJL WU.O, Wae W
Based on interviews and record review, the QA WM VW' 3
facility failed to achieve compliance with State !
regulations pertaining to health (22 DCMR ) ]
Chapter 35, Section 3509.6). 1
The finding includes: @ Healshn &We"“‘lﬂ QU'/ two dwreck
\ ound L (4.0
The State regulatory agency conducted a review g’“‘(’?‘”‘b %C‘Wl ¥ *D ongofr;’q
of personnel records on October 4, 2007, at ong : gu,ppmr Mw 2
which time there was no evidence that two direct , WO
support staff, [Staff # 10 and #11] , one agency hao nwwé omd Yo M
| support staff, (Staff #12] two nurses and two il
| professional health care conSUItants had current w\] :CGML MWW‘JS e
health certificates. beam W
1291 3514,2 RESIDENT RECORDS 1281 Yo ‘-vuqu»m%pr Wl '
\l-eun(*tcaﬂ(m % \neodkin ’
Each record shall be kept current, dated, and VAW S | b
slgned by each individual who makes an entry. 1241 . Pl
This Statute is not met as evidenced by; B “4"2 i e
Based an record review the GHMRP failed to Ths Stodute W il be
ensure each residents records were dated and 0 . ‘
signed by the individual completing the mex &S evrdenced Y}
assessment or monitoring the lab profiles. I
{ealth Regulation Administration 1
STATE FORM i pWO411 Ht contintation sheet 7 of 30
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|
The findings include: ‘

i
b 1

1. The facility's primary care physician failed to Q) Wu‘ WW”L ro {

date his entry for Resident #1's abnormal Qm& Chg‘-UMW/\ 10M8.07 '

, |
laboratory profiles. ﬂ\.{' \ N 322 !
Review of the complaint received on September NP Ll , !
28, 2007, revealed that Resident #1 had blood o i
drawn an August 18 and 24, 2007. The blood ‘ :
glucose results were 39 and 54 respectively. :

These results were noted as being below the
normal range documented as 74 - 105.

Review of the laboratory report dated August 18,
2007 revealed that the Primary Care Physician
reviewed the results’, however he did not date his
entry it could not be determined if the results
'were reviewed timely.

2 ) g F N ,{ AL w
2, The facility's Registered Nurse (RN) failed to (93 'Zq&wb o M i0: 13.07
sign Resident #4's ql{arterly reviews, MM WM/W/\ M

,or\gomq
Interview with the facllity's Licensed Practical W 2 Z’Z
Nurse (LPN) on October 4, 2007 at approximately
3:00 PM revealed that the ane of two RN
campletes quarterly nursing exams, Review of
the Resident #4's medical record revealed that a
nursing assessment was completed in March
2007, with quarterly follow ups (June 2007, i
September 2007), However, the quarterly
reviews were not signed to indicated who had
completed the quarterly reviews.

1374 3512.5 EMERGENCIES _ joa | 13T

. 2514.5
After medical services have been secured, each f
GHMRP shall promptly notify the resident ' s :
-guardian, his or her next of kin if the resident has | ’ . -
no guardian, or the representative of the - :
spansaring agency of the resident ' s status as ;
iealth Regulation Adminlistration
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1374 | Continued From page 8 1374
soan as possible, followed by written notice and
documentation no later than forty-eight (48) hours .
after the incident. ' J '
| G 'quj_
This Statute is not met as evidenced by: The S\?ii' uwke Wi W\ be j
Based on staff interview and record review, the as @ude,nce& b({’l :
GHMRP failed to provide evidence of the prompt i :
notification of parents or guardians of slgnificant ?
incidents for one of the four residents in the
sample.
The finding includes: e to .
. . (erenced: response.
Review of the facility's unusual incident reports Re (Lé : 4 \A’l) \5::‘ of 1" L%‘Q'I
and investigations on October 2, 2007 at W52 an ‘ + mgolﬂq
approximately 8:20 AM, revealed evidence that Cedem . W”M e e
the fagility failed to notify family members T . '
immediately of the following significant ingidents: L
. On April 17, 2007, staff discovered Resident : .
#2 with a three centimeter discoloration on her i ;
left thigh, 5
b. On August 24, 200, Staff discovered a
laceration to Resident #2's haad for which ghe
was treated in the emergency room. ? ‘
1378/ 3519.10 EMERGENCIES tare ({379 |
: , : 251910/
In addition to the reporting requirement in 3519.5, iy .
each GHMRP shall notify the Depariment of Theo SkatuTe will be wmet
Health, Health Facilities Division of any other id i 1 :
unusual incident or event which substantially oS ev L ! ‘o '
Interferes with a resident ' s health, welfare, living 5 o VeSS PONISe !
arrangement, well being or in any other way a 'R@Cere ' W\%{‘ ® ‘
places the resident at risk, Such notification shall WISZE ond
be made by telephone immediately and shall be Cedeirald Def‘tﬁw,nf-ﬂ
followed up by written notification within - oif"; :
twenty-four (24) hours or the next work day. RepOl ! !
eaith Ragulation Administration : :
STATE FORM 4590
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| 379| Continued From page 9 | 379
This Statute Is not met as evidenced by:
Based on interview record review, the GHMRP :
failed to ensure the Department of Health, was :
notified of unusual incidents or events that i
substantially interfered with each resident's health
and welfare within twenty-four hours or the next 3
work day. b
The finding includes: i1
Review of the incident reports on October 2, 2007 7 QML wWoened torrethue,
beginning at 8:20 AM revealed the following m«hW\ A v
incidents had not been reported to the State 'W\ W o
Agency as required: ) YWKW ; 4B.U")(U\k\u\\nm,\'0'“
a. On April 17, 2007, staff discovered Resident wodanks, ,
#2 with a three centimeter discoloration on her 0)\ s ’é‘?‘gt’g\-’
left thigh. y W (1
a Quep will enaud Hhak atl
b. On September 11, 2007, the staff discovered Al 9. wpm& (Lﬂd
a "mark" on Resident #3's lefl back arm. \mw
_ inweshgoled n & Tmel
c. On July 16, 2007, the staff discavered a R
scratch on Resident #3's right back leg, WOwes.
. S - (0 h
d. On July 9, 2007, tha staff discovered an D mwﬂwmm/ Vel G "
abrasion on Resident #3's left lower leg. will loe mmwazur?w on
@. On June 24, 2007, the staff discovered a W %“C ? SU.{DPOY'\' ‘
bruise on Resident #6's right elbaw. dirkony o
f. On June 18, 2007, the staff discavered a it
blister on Resident #7's right knee, !
1 394 3520.2(d) PROFESSION SERVICES: GENERAL | 1384 || 244
PROVISIONS - - . ’5520‘?,-(&')
Each GHMRP shall have avallable qualified |
lealth Regulalion Administration
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1394 | Continued From page 10 1 394
professional staff to carry out and monitor
necessary professional interventions, in ?
accordance with the goals and cbjectives of every '
individual habilitation plan, as determined to be :
necessary by the interdisciplinary team. The :
professional services may include, but not be -
limited to, those services provided by individuals P
trained, qualified, and licensed as required by - Ky . Wheit"
District of Columbla law in the following Th\.b th w ‘\L‘ Ge
disciplines or areas of services: Q% e,._)\dgmoed bﬂ ’ .
(d) Nutrition; o Nui-ﬂﬁomd' w“‘ onmdz
i ‘ Ay ot/ or as
This Statute is not met as evidenced by: waw | W -
Based on Interview and record review, the Aok DURASIY M D13.07
GHMRP failed to have evidence that it emplayed vw;ec).ed# © " ! 9“87 .
a qualified dietician to meet the Resident's needls @ AN / m,_yze/ aMmiE Wit < ongo [7
for two of the five cleints in the sample. ordlin aiz seAvies O f
(Resident's #1 and #5) e’ze d@i C\ i '
. 1)) WA o
The finding includes: B Cam CILFL/ (et p{kp siaan)
. v ited ©
1. Resident #1's record was reviewed on Wil \'b.ﬂ. .nO\"GQM'
October 3, 2007. The Resident had a nutritional wiustuk weld
assessment on August 31, 2006, Revigw of the %E ’ Ao crLnke S, .
Resldents weight records revealed that she had \neass !
lost 9 pounds (Ibs) from March to April 2007, and e :
continued ta gradually lose weight, The last 8 Mso rQAQCVP.nGL nasp M€ '
record weight was in October 2007 and the | [j‘“ oncy) 3
Resident weight 92 Ibs. It was noted, however \M 522‘ im( d‘& .
that she remained within her ideal body weight of T'QPU'T\’ B ;
BS - 110 Ibs. Further review of the record failed ' -
to show evidence that the Residant's nutritional i
status had nhot been monitored by a distician
quarterly ( 1st quarter September 2006, October
2006, and November 2006, and 2nd quarter
December 2006, January2007, and February
2007)as requlrad. [See Also W322) .k
2. According to a nutritional assessment dated ,
{ealih Regulation Administration ‘
STATE FORM angd : ‘
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1394, Continued From page 11 1394 :

August 31, 2006, Resident #5 had an ideal bady .
weight (IBW) of 93 - 122 pounds, Review of the ' i
Resldent’'s weight charts revealed that although E .
Resident #5 had an 8.5 Ibs decrease in weight i '
from March 2007, to August 2007: she remains ;
well within her ideal body weight Further review '
of the record [acked evidence that the Resident's :

nutritional status had been manitored by a
dietician quarterly ( 1st quarter September 2006,
October 2006, and November 2006, and 3rd
quarter March 2007, April 2007, and May 2007)as .
required. . '

The nutritionist was in the GHMRP on October 2,
2007 In an interview conducted on October 3, e

2007, she indicated that she had taken a year off i o
. and was not aware that the GHMRP was without | ‘

a reliable dietician in her absence. She indicated ;
that the provider had re-hired her and that she
had completed nutritional assessment on all of i
'| the Residents on October 2, 2007. Review of the S '
records verified that the nutritionlst completed all ; ' '
nNecessary assessments which were dated i :
October 2, 2007. L :

Interview with the GHMRP's Administrator en . E i
Qctober 4, 2007 revealed that the GHMRP . Ce ' |

. {
current dietician who was re-hire was "very 1295
reliable." However, due fo her subbatical, the i i
provider contracted with another dietician, who 2520, 2 @

was not providing the nutritional oversight as S

required in his/her contracted. _W\Lé S(—M " bU“I m md-
TR" 4

1395 3620.2(e) PROFESSION SERVICES: GENERAL | 1395 0 eoLdenced by

FPROVISIONS Pl

Each GHMRP shall have available qualified
| professional staff to carry out and manitor . P
necessary professional Interventions, in .
accordance with the goals and objectives of every n : ;
laatth Regulalion Administration : '
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individual habillitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services.may Include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia faw 1n the following
disciplines or areas of services;

() Nursing;

This Statute is not met as evidenced by;
Based on staff interview and record review the
GHMRP failed to ensure nursing services in
accardance with the needs of three of four

Residents in the sample. (Residents #2, #3 and
#4) -

The findings include:

1. The GHMRP's LPN failed to follow Resident
#3's physician order that required the nurse to

give pleasure feeding 15 minutes after regular
scheduled feeding.

On October 3, 2007 at 10:35 AM, the Licensed
Practical Nurse (LPN) was abserved feeding
Resident#3 through his G-tube. The G-tube
feeding ended at 11:05 AM. At 11:08 AM, the
LPN was observed feeding the Resident his
pleasure feeding of cranberry juice. Interview
with the LPN indicated that the Resident had
been daing well with his pleasure feeding.

Review of Resident #3's current physician order
required the Resident to receive pleasure.
feedings 16 minutes after each schedule G-Tub
feeding (11:00 AM, 4:00 PM and 8:0QFM),
Further Interview with the Registered Nurse on
Octaber 3, 2007 at approximately 2:00 PM
revealed that the Resident should wait the

I 395
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required 15 minutes to ensure that his stomach e
was “not overloaded with liquids.” i :

2. The GHMRP's nurse failed to schedule . :
medical consultation appointments for Resident A Gelerance NespMs~E ‘o W322, i

#3, timely. W 33@?, \M a3 ,qu b '

a. Interview with the Qualified Mental Retardation
. Professional (QMRP) on October 2, 2007 at 9:40
i AM, revealed that Resident #3 was admitted to

; the GHMRP on March 28, 2007, October 2 - 5,

: 2007 the Resldent was observed in a wheelchair,
Review of Resident's clinical record revealed a
Physical Therapy assessment dated April 24,
2007. The assessment recommended that the
Resident be fitted for a knee brace.

NI &4

b. Interview with the Qualified Mental
Retardation Professional (QMRP) an Qctaber 2,
2007 at 9:40 AM, revealed that Resident #3 was
admitted to the GHMRP on March 26, 2007,
Observations during the survey from October 2 -
5, 2007, the Resident was observed ina
wheelchair with tight limbs. Review of Resident's
clinleal record revealed a Physical Therapy
asgessment dated April 24, 2007, The ‘
assessment recommended that the Resident !
receive an evaluation at a spasticity clinic.

3. The GHMRP's nursa failed (o obtain PSA (ab : {
results for Resident #4.

Review of Resident #4's medical record revealed
a physician order far the Resident to receive a i

PSA level. According to the lab profiles the test : ‘
was administered on July 12, 2007. At the time :

of survey, however, there were no PSA results,

available, - )

4. The GHMRP's nurse failed to abtain Dilantin

taalth Regulation Adrministration

TATE FQRM . osaa DWQ411 It continuafion sheet 14 of 30




TO: 2BP4429430 P.16

NDU-9-2037 1@:44 FROM: - : -
PRINTED- 10/22/2007
FORM APPROVED
STATEMENT DF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIELE CONSTRUETION (X3) DATE SURVEY
AND FLAN OF CORKECITION IDENTIFICATION NUMBER: i COMPLETED
A, BUILDING | .
' B. WING : '
. - 09G119 . ‘ 10/05/2007 |
k NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE;
1D 4515 EDSON PLACE, NE
' WASHINGTON, DC 20018 |
(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD 8€ COMPLETE;
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENCED TO THE APPROPRIATE DATE
. | DEFICIENCY)
P .
1395 Continued From page 14 | 396 b

and Phenobarbital levels as ordered by the
physician as evidenced by the following:

Resident #2 was observed receiving Dilantin 150
mg and Phenobarbital S0 mg on October 2, 2007, . P i
at 6:35 PM. Review of the Resident' s neurclogy : :
consuitations revealed that she was sesn on '

August 2, 2007, The Neurologist recornmended
abtaining monthly Dilantin and Phenobarbita|
levels, complete metabolic panels, and complete
bload count with differentials twice per year. The
Resident was to return to his office with all lab ;
results in two months. A physician order : : :
reflecting the recommendations was noted in the Py !
record. Review of the laboratoty reports failed to Iy !
evidence that a Phencbarbital and Dilantin level Pl o
was obtained in August 2007, however one wés o ~
abtained September 2007, Interview with the s ’i
GHMRP *'s nurse on October 4, 2007 revealed ' :
that blood levels should have been drawn in ) Bk '
August as ordered. Cr !

3. The GHMRP falled to obtain a swallowing ) : :
study for Resident #4. ; !

Observations during the meals throughaout the
survey from Qctober 2 - 5, 2007 revealed that
Resident #4 was served a pureed diet,

Review of the Resident #4's medical record i
revealed a physician order dated June 19, 2007,

| for a swallow study. Further review of the records
revealed that the study had been scheduled for
Decemnber 18, 2007, 6 months after the order,

6. Observations on QOctober 2, 2007 at
appraximately 7:30 PM, Resident #4 was
obsetved wearing adult protective ; -
undergarments. Interview with the diréet care
staff indicated thal the Resident wears diapers, |

iaalth Regulation Administration T '
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Review of the Resident's nursing notes on
October 4, 2007 at appraximately 11,00 AM
revealed that the Resident had a urclogy consult
on July 26, 2007 and should return in one year.
However, there was no medical consuitation
sheet to confirm that the appointment had been
compleatad.

7. The GHMRP's nurse failed to ensure that
Resident #2's health status was reviewed by the
Registered Nurse on a quarterly or more frequent
basis. [See W336]

3520.2(f) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
hecessary professional Interventions, in
accordance with the goals and objectives of every
ndividual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services: :

() Occupational Therapy;,

This Statute is not met as evidenced by;
Based on record review, the GHMRP failed to
have on file for current licenses for all
cohsultants.

The finding includes:

Reéview of parsonnel records on QOctober 4, 2007

| @t 8:15 AM revealed the professional license for

the facility's occupational therapist was expired.

1385

1 396
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The QMRP was informed of the lack of current 1t )
license for the aforementioned professionals in been O‘O}IZADEC{ i \\Ge 0T ‘
accordance with the Health Qceupation Revision p Admimshrahve Assiglnt will
Act (HORA), Title 3 Chapter 12, Section Contnwe Yo Frack and monittop
3-1206.13 ("Each licensee shal| display the b 4 provide
i i wakbion dates and
license conspicuously in any and all places of ey A 1 eded ‘o
business or employment of the licansee.") Collow-x gll_VS'D “ﬁb Vo arIce.
ensurd © AV vaxngnwla v
1398/ 3520,2(h) PROFESSION SERVICES: GENERAL | 1398 :
PROVISIONS
. as .
Each GHMRP shall have available qualified 2‘5%;-2 o.z )

professional staff to carry out and monitor :
necessary professional interventions, in : '
accardance with the goals and objectives of every '
individual habilitation plan, as determined to he : ;
necessary by the Interdisciplinary team. The
professional services may include, but not be ! i
limited to, those services provided by individuals A !
trained, qualified, and licensed as required by ; i
District of Columbia law in the following _ !
disciplines or areas of services: ' Iy

(h) Sacial Work: : |
This Statute is not met as evidenced by: : Tha %m wildl e ¥
Based on record review, the GHMRP failed to 0 M})_//Mﬂd ‘/m y
h .

ave on file for current licenses for all
| consultants,

The finding includes: Relexener, espons€ o 07

: =520, 2 0 \wense = 0wy |
Review of personnel records on October 4, 2007 21 - G) . Uhq M ;

at 8:15 AM revealed the professional license for and \NL&JJ"/\ ol s '
the Facility's soclal worker was expired. The ; )
QMRP was Informed of the lack of current license

for tha aforetnentioned professionals in . _ :
accordance with the Health Occupation Revision . L : ¥ ;
Act (HORA), Title 3 Chapter 12, Seétion ; .
3-1205.13 (“Each licensee shail display the ;
ealth Regulation Administration
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license consplcuously in any and all places of !
business or employment of the licensee.") )
1 432 352'1 .7{c) HABILITATION AND TRAINING 1432 |‘4?)Z ’
The habilitation and tralning of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas: ;
Wil pvo 104 add ot
(c) Personal hygiene (including washing, bathing, @ FALRTRO) W) (0 oy \cm{bw/\o;
shampouaing, brushing teeth, and menstrual QRO ¢ : \orLLEtMVW_) feetin [md
care); g Cuﬁ'
This Statute is not met as evidenced by: n & ; | W et a0 e “1 :
Based on ohservation, interview and record QMM \M)\ \ ongeny,
| review, the GHMRP failed to ensure residents il
were effectively tralned in tooth brushing. i ‘ :
ST . } BN ] mvugl\u \ |
The finding includes: a QuRP Wit Ao WO:‘;?; '\0)
Review of Resident #3's medical record revealed n ok TOP
a dental cansultation dated June 6, 2007, The & e :\&\\4\ u}suﬁé- oolS MA )
consultation indicated that the client had heavy yeldeds Y 9 ;
calculus deposits and poor oral hygiene. Om&(xqgﬂ S,
Review of the IPP dated April 25, 2007 failed to
identified a toothhrushing program.
1437| 3521.7(g) HABILITATION AND TRAINING 437 [IM3T :
211 o). '
The habllitation and training of residents by the 57 C% >f ;
GHMREP shall include, when appropriate, but not . '
be limited to, the following areas: _
(g) Communication (including language )
development and usage, signing, use of the
telephone, letter writing, and availability and
utilization of communications media, such as Y ,
S3tth Regulation Admnisttation ' ? :
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Continued From page 18

books, newspapers, magazines, radio, television,
telephone, and such specialized equipment as
may be required);

This Statute is not met as evidenced by:

Based on observatlon, staff interview and record
review, the facility failed to provide habilitation
and training for two of the four residents included
in the sample. (Residents #3 and #4)

The findings include:

1. On October 3, 2007 Resident #4's home
activities from 8:00 AM to 1:30 PM were
observed and revealed the following: .. .
a) Upon the surveyars arrived to the homs at 8:00
AM Resident #4 was observed at the kitchen
table preparing to eat his breakfast. The resident
was served his breakfast and did not participate
in the meal ime preparation or service. Although
the resident was independent in feeding himself,
staff used hand aver hand assistance to
encourage him to complete his meal.

b} At approximately 8:30, after completing his
breakfast, the resident was taken to his bedroom
where he remained until lunchtime, The resident
was periodically abserved In hls bedroom lying on
his bed without any without
constructive/habilitative activities.

c) At approximately 12:00 PM, the resident was
escorted in his wheelchair to the living room and
positioned in front of the television.

d) During |unch, at approximately 12:30 PM.
Resident #4 was observed exhibiting face
slapping behaviors, The direct care staff

1 437
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intervened by stating "Oh, no we won't have that".
The resident ceased the behavior momentarily.
The staff did provide any further
redirection/intervention. Accarding to the
Resident's current Behavior Suppaort Plan,
reviewed on Qctober 3, 2007, requirad the staff to
ask the resident to stop. If the resident did not
stop, the staff was required to move the
resident's hand down from his face and continue
with proactive strategies.

€) After lunch, at approximately 1:30 PM, direct
care staff took the resident on a van ride.

2. Interview with staff on October 2, 2007
revealed that Resident #4 dependents on staff for
basic personal needs

On October 2, 2007, the resident was observed
wearing an adult protective under garments and
dependent on staff for toileting. Also on the
morning of October 2, 2007, the staff was
observed assisting the resident with his jacket,
The staff confirmed that the resident needs
assistance with bathing, dressing and toileting.

Review of the resident's habilitation record on
October 4, 2007 revealed no dacumented
evidence of training programs In these domains.
Further review of the client's habllitation records
failed to review that the resident's personal care
skills had been Identified/assessed.

3. Review of Resident #4's |PP revealed that
recommended training programs were not
consistently implemented as evidenced below:

- | .Review of the Resident #4's IPP revealed

objectives to enhance sensory awareness, to
improve lower range of mation and strengthen

1437
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lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encourage, the resident to
participate in any of the aforementioned program
objectives as evidenced below:

'a) Three times per week, the resident’ will
feel/manipulate items in his feel box for three
minutes with hand over hand assistance for six
consecutive months by 10/07.

Interview with the Qualified Mental Retardation
Professional (QMRP) on October 4, 2007
revealed that there was no box available with
such items. Review of the data, however,
fevealed that the program was being .
Implemented and that the client had achieved the
required objective, since April.

The facllity QURP could not explain how the
program was being implemeanted without the box,

2. The facility failled to implement Resident #3's
program objectives.

a) Interview with the QMRP on October 2, 2007
at 9:40 AM indicated the Resident #3 was
admitted to the facllity on March 26, 2007.

During evening abservation on Qctober 2, 2007
from 3:45 PM through 6:55 PM, Resident #3 was
not engaged in any formal or infarmal active
treatment programs.

At 3:30 PM, the client arrived home from his day
pregram and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom, He was
observed to lie in bed until 6:55.PM. The resident
was observed to need total assistance in
transferring from his wheelchair to and from bed.
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At 6:55 PM, the resident was propelled into the
living room and positioned in front of the
television, where he remained until he received
his G-fube feeding at 8:00 PM. There was no
observation that the staff presented the resident
with @ choice of lefsure time activities or engaged
the resident in any other activity.

b) Review of Resident #3's |PP dated April 25,
2007 revealed an objective that the client will sit
on the edge of the bed for two minutes three
times a day without assistance for three months.

There was no observations of the residenf
Participating in this activity. According to the

| data sheets since June 2007 the direct care staff

were documenting only twice a day.

¢) Review of Resident #3's IPP dated April 25,

2007 revealed an objective that the resident will
tolerate stretching to his lower extremities daily

for two minutes each stretch for six months,

There was no absetvations of the resident
participating in this activity. According to the data
sheets singe June 2007 the direct care staff were
not documenting the number of minutes.

d) Reviéw of resident's IPP dated April 25, 2007
revealed an objective which stated, "Five days a
week, given hand aver hand assistance, [the
resident] will make a selection of what clothes to
wear daily in B0% of the trials presented for six
consecutive months by April 2008.*

On October 2, 2007 at 3:45 PM, a pair of jeans
and shirt was observed on Resident #3's

.| nightstand, Interview with the direct care staff at

6:00 PM indicated that the clothes were selected

1 437
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by the staff for the resident to wear on the next
day. There was no evidence that the facility i .
encourage the resident to participate in this task, Pl ‘

3. During the evening meal observation on
October 2, 2007, Resident#1 ate her meal with e
minimal to no assistance from staff. Upon the ‘ Cy
completion of the meal, the staif who was
assisting the client with her meal, passed the dish .
and eating utensils io another staff person who S '
was located in the kitchen. Review of the P

resident |IPP abjective on October 4, 2007, '
revealed that the resident had a goal to increase j
her activities of daily living skills. To accomplish Nk ’
| this goal, the resident was required ". . . after S
dinner meal, given physical assistance, [Resident s - ‘
Name] will remove her plate to the kitchenh on
100% of the trials presented for six consecutive ;
months.” On October 2, 2007, Resident #1 was s :
not afforded an opportunity to participate in this a :
IPP goal, " '

1441| 3521.7(k) HABILITATION AND TRAINING | 441 Yy i

The habilitation and training of residents by the BT 1 '
GHMRP shall include, when appropriate, but not ' D :
be limited o, the following areas:

(k) Mobility (including ambulation, transpaoriation, ' . !
mapping and orientation, and use of mobility s '
equipment);

This Statute is not met as evidenced by: —W“b WU’ W(U“ b{’, M 0A

Based on observation, staff interview and record WMM&& M ; )
review, the GHMRP failed to ensure the P ’

habilitation of its residents included training in the _ .
area of mability for one of the four residents in the | . I ;
facility. (Resident#3) .

The finding includes:
Health Ragulation Administration
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On October 3, 2007, Resident #4's home
activities from 8:00 AM to 1:30 PM were
observed and revealed tha following:

a) Upon the surveyors arrived to the home at 8:00
AM Resident #4 was observed at the kitchen
table preparing to sat his breakfast The client
was served his breakfast and did not participate
in the meal time preparation or service. Althaugh
the client was independent in feeding himself,
staff used hand over hand assistance to
encourage him to complete his meal.

b) At appoximately 8:30, after campleting his
breakfast, the client was taken to his bedroom
where ha remained until lunchtime. The client
was periodically ebserved in his bedroom lying on
his bed without any without
constructive/habilitative activities,

) At approximately 12:00 PM, the client was
escorted in his wheelchalr to the (lving room and
positioned in front of the television.

d) During lunch, at approximately 12:30 PM,
Resident #4 was observed exhibiting face
slapping behaviors. The direct care staff
intervened by stating “On, no we won't have that".
The client ceased the behavior momentarily. The
' staff did provide any further
-redirection/intervention. According to the Client's
current Behavior Support Plan, reviewed on
October 3, 2007, required the staff to ask the
client to stop. If the client did not stop, the staff
was required to move the client's hand down from

| his face and continue with prozctive strategles.

e) After lunch, at approximately 1:30 PM, direct
" care staff took the client on a van ride.

{441
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2. Interview with staff on October 2, 2007
1 revealed that Resident #4 dependents on staff for
basic personal needs

On October 2, 2007, the client was observed
wearing an adult protective under garments and
dependent on staff for toileting, Also on the .
moming of October 2, 2007, the staff was F :
observed assisting the client with his jacket. The P

staff confirmed that the client needs assistance
with bathing, dressing and tolleting.

Review of the client's habilitation record on
October 4, 2007 revealed no documented

; evidence of training programs in these domains. : :

: Further review of the client's habilitation records : '
; failed to review that the client's personal care :

skills had been identified/assessed,

, | 3. Review of Resident #4's IPP revealed that ’
ﬁ recommended {raining programs were not
i consistently implemented as evidenced below;

Review of the Resident #4's IPP revealed ol '
objectives to enhance sensory awareness, to :

improve lower range of motion and strengthen
lower extremities, and to improve ambulation and
auditory skills. At no time during the observations
did the staff direct encourage, the client to
participate in any of the aforementioned program
objeclives as evidenced below: i

&) Three times per week, the client will i ‘
feel/manipulate items in his feel box for three ;
minutes with hand over hand asslstance for six it
consecutive months by 10/07. .. . - i

Interview with the Qualified Mental Retardation
Professional (QMRP) an October 4, 2007 ;

| S—— -
IHealth Ragulation Adminlstration .
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revealed that there was no box available with
such items. Review of the data, howevaer,
revealed that the program was bemg
implemented and that the client had acheived the
required objective, since April.

The facility QMRP cauld not explain how the
program was being. Implemented without the box,

b) [The client] will dance with staff for three
minutes twao times per day 100% accuracy for six
rnonths,

Although the data collection refect that this
pragram had been implemented in the past, there
was no evidence that the program had been
Implemented during the survey period.
Additionally, the data collected did not measure
the progress of the objective. [Alsa See W252]

d) [The client] will ambulate one trip around the
interior of the home two times a day with
moderate physical assistance of one person at
100% accuracy for six months®,

Although the October 2007 data collection
refected that this program was being

| implernented one time a day, this program was

not observed during the survey periad.

2. The facllity failed to implement Resident #3's
program objectives.

a) Interview with the QMRP on Qctober 2, 2007
at 9:40 AM indicated the Resident #3 was
admitted to the facllity on March 26, 2007.

During evening observation on October 2, 2007
from 3:45 through 6:55 PM, Resident #3 was not
engaged In any formal or informal active

orponagidy wrsz
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treatment programs.

At 3:30 PM, the client atrived home from his day
program and shortly thereafter, at approximately
3:45 PM, was taken to his bedroom. He was E

observed fo lie in bed until 6:55 PM. The client i !
was observed to need total assistance in
transferring from his wheelchair to and from bad.

At 6:55 PM, the client was propelled into the living , i
room and positioned in frant of the television, :
where he remained until he received his G-tube .y
feeding at 8:00 PM. There was no observation b .
that the staff presented the client with a choice of P '
leisure time activitles or engaged the client in any
other activty. .

b) Review of Resident #3's [PP dated April 25, I v L spirae. o iMy®o]
2007 revealed an objective that the client will sit WAL oy\qgm(/?'

on the edge of the bed for two minutes three
times a day without assistance for three months,

There was no observations of the client : o X
participating in this activity. According fo the :

data sheets since June 2007 the direct care staff .
were documenting only twice a day. ' : :

c) Review of Resident #3's IPP dated April 25, ‘
2007 revealed an objective that the client will :

tolerate stretching to his lower extremities datly , :
for two minutes each stretch for six months. : '

There was no observations of the client L : !
participating in this activity. According to the data
sheets since June 2007 the direct care staff were
not documenting the number of minutes,

1458 3521 11 HABILITATION AND TRAINING L rase

Each resident " s activity schedule shall be : i
Heslth Regulation Administration ] T T
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- . |
available to direct care staff and be carried out
dally.

This Statute is not met as evidenced by:

| Based an observation, interview and record
: review, the GHMRP failed to ensure each : .
resident's activity schadule was up to date and sl o
current for direct care staff implementation.

The finding includes: %J%QJMW‘ %pm ]-D W4k

Upon the surveyors arrived to the home at 8:00 a
AM, Resident #4 was observed at the Kitchen L .
tabla preparing ta eat his breakfast. The resident O '
was served his breakfast and did not participate R
in the meal time preparation or service. Although ke
the resident was Independent in feeding himself, '
staff used hand over hand assistance to
encourage him to complete his meal.

At approximately 8:30, after completing his
breakfast, the resident was taken to his bedroom
where he remained until lunchtime. The client
was periodically observed in his bedroom lylng on
his bed without any without L
constructive/habilitation activities. : e !

At approximately 12:00 PM, the client was
escorted in his wheelchair to the living room and
positioned in front of the television.

Al 12:30 During lunch, at approximately 1230 i . i

| PM, Resident #4 was observed exhibiting face e !
slapping behaviors. The direct care staff :

intervenad by stating "Oh, no we wan't have that”.

The resident ceased the behavior momentarily. N

The staff did provide any further

.| redirection/intervention. According to the

Resident's current Behavior Support Plan,

reviewed on October 3, 2007, required the staff ta

.Heallh Regulatian Administration
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ask the client to stop. [f the resident did not stop,
the staff was required to move the resident's
hand down from his face and continue with
proactive strategies,

After lunch, at approxifnately 1:30 PM, direct care
staff ook the resident on a van ride.

Interview \mth the direct care staff and review of
the habilitation record revealed that the resident
had na activity achedule for that day, and no i
record of an alterative aclivity schedule,

[ 500 3523,1 RESIDENT'S RIGHTS - | 1500 |SDO s .

Each GHMRP residence director shall ensure - 35234 1 - Cr
that the rights of residents are observed and el

protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal

laws,

| ’ . med o f
This Statute is nat met as evidencéed by: ‘ Thio SW Mu‘ bﬂ A
Based on record review, the GHMRP failed to : M().QJW(_Q& \D'U\ . '
ensure the residents were protectioned from

injuries of unknown origin for foru of the eight b Jo WIS \\3:10
clients residing in the facility, (Residents #2, #3, Referen ce. raspange 3, }m o“-,? i
#6, and #7) w59, of Gderal Defictand | OGN,
The finding Includes: repevtTy | ‘

\
Review of the incident reports an Qcfober 2, 2007 ; i
beginning at 8:20 AM revealed the following ;
incidents had not been reported to the State
Agency as required:

#2 with a three centimeter dlscoforatlon on her
left thigh,

. _ B
a. On April 17, 2007, staff discovered Residentt ‘, S '
|

Heaith Regulation Administratlon
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b. On September 11, 2007, the staff discovered
a "mark” on Resident #3's left back arm.

¢. On July 18, 2007, the staff discovered a
scratch on Resident #3's right back leg. : -

d. On July 9, 2007, the staff discovered an ' . :
abrasion on Resident #3's left lower leg.

e, On June 24, 2007, the staff discovered a
bruise on Resident #6's right elbow,

f. On June 18, 2007, the staff discovered a g ,
blister on Resident #7's right knee. : . ;
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1 394 3520.2(d) PROFESSION SERVICES: GENERAL | 1394
PROVISIONS

Each GHMRP shall have available qualified o '
professional staff to carry out and monitor '
nacessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be s
limited to, those services provided by individuals O
trained, qualified, and licensed as required by ’
District of Columbia law in the following
disciplines or areas of services:

(d) Nutrition;

This Statute is not met as evidenced by:

Based on interview and record review, the b . :
GHMRP failed to have evidence that it employed : :
a qualified dietician to meet the Resident's needs : '
for two of the five cleints in the sample. C . ;
(Resident's #1 and #5) ; | ’

The finding includes: C

1. Resident #1's record was reviewed on RWWL ;mqsptm,: i i
October 3, 2007. The Resident had a nutritional f ':A O L2, 101907
assessment on August 31, 2008. Review of the W22\ A o oIne.
Residents weight recards revealed that she had E g @ ong 7

lost 9 pounds (Ibs) from March to April 2007, and ‘
continued fo gradually lose weight. The [ast '
record weight was in October 2007 and the
Resident weight 92 Ibs. |t was noted, however
that she remained within her ideal body welght of
85 - 110 Ibs. Further review of the record failed
to show evidence that the Resident's nutritional
| status had not been monitored by a dietician AT & . .
quarterly ( 1st quarter Septémber 2006, October e ' P
2006, and November 2006, and 2nd quarter ' : o
December 2006, January2007, and February
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2007)as required. [See Also W322] i
I

2. According to a nutritional assessment dated
August 31, 2006, Resident #5 had an ideaj body
weight (IBW) of 83 - 122 pounds. Review of the
Rasident' s weight charts revealed that although
Resgident #5 had an B.5 Ibs decrease in wmght
frorn March 2007, to August 2007; she remalns
well within her ideal body weight. Further feview
of the record lacked evidence that the Remdents
nutritional status had been monitored by al
dietician quarterly ( 1st quarter September|2006,
October 2006, and November 2006, and 3rd
quarter March 2007, April 2007, and May 2007)as
requlred .

The nutritionist was in the GHMRP on OGtober 2,
2007. In an interview conducted on Octobpr 3,
2007, she indicated that she had taken a year off
and was not aware that the GHMRP was Without
a reliable dietician in her absence, She indicated
that the provider had re-hired her and that she
had completed nutritional assessment on all of
the Residents on Qctober 2, 2007, Review of the
records verified that the nutritionist completed all
necessary assessments which were dated
Qctober 2, 2007.

Interview with the GHMRP's Administrator on
QOctober 4, 2007 revealed that the GHMRP,
current dietician who was re-hire was "very
reliable.” However, due to her subbatical, the
provider contracted with another diefician, wha
was not providing the nutritional oversight as
required in his/her contracted.

PROVISIONS
i
Each GHMRP shall have available qualified
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professional staff to carry out and monitar 1
necessary professional interventions, in I
accordance with the goals and objectives of every e
indlvidual habilitation plan. as determined to be ¥
necessary by the interdisciplinary team. The “Thas S{—am Wwi U e mey
professional services may include, but nat be bu 4
limited to, those services provided by individuals 18 &)lw ' -

trained, qualified, and licensed as required by f
District of Columbia law In the fallowing _ A
disciplines or areas of services: 1
S

1

(e) Nursing: ;
This Statute is not met as evidenced by: ' l

Based on staff interview and record review the

GHMRP failed to ensure nursing services in W M_&pdﬂ&e ‘{’D QEL’QJZLQ

accardance with the needs of three of four : 22 104807 [
Residents in the sample. (Residenis #2, #3 and d&f‘\ueﬂc‘-’) nep ot w322, oygmﬂg)

The findings include:

1. The GHMRP's LPN failed to foliow Resident ‘ !
#3's physician order that required the nurse fo '

give pleasure feeding 15 minutes after regular
scheduled feeding.

On Ogtober 3, 2007 at 10:35 AM, the Licensed
Practical Nurse (LPN) was observed feeding
Resident #3 through his G-tube. The G-tube
feeding ended at 11:05 AM, At 11:08 AM, the
LPN was observed feeding the Resident his 5 ' :
pleasure feeding of cranberry juice. Interview e '
with the LPN Indicated that the Resident had :
been doing well with his pleasure feeding. oy

Review of Resident #3's current physician order
required the Resident to receive pleasure ’ %
feedings 15 minutes after each schedule G-Tub : ‘
feading (11:00 AM, 4:00 PM and 8:00 PM) E :

«
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Further interview with the Registered Nurse on
October 3, 2007 at approximately 2:00 PM
revealed that the Resident should wait the
required 15 minutes ta ensure that his stomach
was "not averloaded with liquids.”

2. The GHMRP's nurse failed to schedule
medical consultation appointments for Resident e

#3, timely. @ P\so rqfa vence | responise
yo V10, Wik wasl

a. Interview with the Qualified Mental Retardation

Professional (QMRP) an October 2, 2007 at 9:40 W ;1;7_95}5 Wyl Wiz i
AM, revealed that Resident #3 was admitted to 5o Ul ua .
the GHMRP on March 26, 2007. October 2 - 5, W7 & A

2007 the Resident was observed in a wheelchair,
Review of Residert's clinical record revealed a T
Physical Therapy assessment dated April 24,
2007. The assessment recommended that the
Resident be fitted for a knee brace.

b, Interview with the Qualified Mental -
Retardation Professlonal (QMRP) on Octaber 2, o :
2007 at 9;:40 AM, revealed that Resident #3 was i .
admitted to the GHMRP on March 26, 2007. E .
Observations during the survey from October 2 «
5, 2007, the Resident was observed in a
wheelchair with tight limbs. Review of Resident's
clinical record revealed a Physical Therapy
assessment dated April 24, 2007, The
assessment recommanded that the Resident
receive an evaluation at a spasticity clinic.

3. The GHMRP's nurse failed fo obtain PSA lab
results for Resident #4.

Review of Resident #4's medical record revealed R
-a physician order for the Resident to receive a P . !
PSA level. According tothe lab profiles the test
was administered on July 12, 2007. At the time
of survey, however, there were no PSA results,

aalth Regulation Administration
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available.

4. The GHMRP's nurse failed to obtain Dilantin
and Phenobarbital levels as ordered by the
physiclan as evidenced by the following:

Resident #2 was observed receiving Dilantin 150
mg and Phenabarbital 90 mg on Octaber 2, 2047,
at 6:35 PM. Review of the Resident s neurology
consultations revealed that she was seen on
August 2, 2007. The Neurologist recommendad
obtaining monthly Dilantin and Phenobarbital
levels, complete metabolic panels, and complete
bleod count with differentials twice per year. The
Resident was to return to his office with all lab
results in two months. A physician-order
reflecting the recommendations was noted in the
record. Review of the laboratory reports failed to
evidance that a Phenobarbital and Dilantin level
was obtained in August 2007, however one was
obtalned September 2007. Interview with the
GHMRP ' 5 nurse on QOctober 4, 2007 revealed
that blood levels should have been drawn in
August as ordered.

5. The GHMRP failed to obtain a swallowing
study for Resident #4.

Observations during the meals throughout the
survey from October 2 - 5, 2007 revealed that
Resident #4 was served a pureed diet.

Review of {he Resident #4's medical record
revealed a physician order dated June 18, 2007,
for a swallow study. Further review of the records
revealed that the study had been scheduled for
December 18, 2007, 6 months after the. order.

6. Observaticns on October 2, 2007 at
appraximately 7:30 PM, Resident #4 was
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observed wearing adult protective :
uhdergarments. Interview with the direct care :
staff indicated that the Resident wears diapers. ny .
Review of the Resident’s nursing notes on '
Qctober 4, 2007 at approximately 11:00 AM ; :
revealed that the Resident had a uralogy cansult ’ :
on July 26, 2007 and should return in one year,
However, there was no medical consultation
sheet to confirm that the appointment had been ,
completed. .
. (lernonvte. MApIVAL. / {40
7. The GHMRP's nurse failed to ensure that D wie s Wezh 14 :}
Resident #2's health status was reviewed by the B O“‘SDW\()
Registered Nurse on a quartetly or more frequent ‘ '
basls. [See W336] i ‘
i ‘
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